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ON AIRS, WATER, AND PLACES 
Whoever wishes to investigate medicine properly should proceed thus: 
in the first place to consider the seasons of the year and what affect each of 
them produces (for they are not at all alike, but differ much from themselves in 
regard to their changes). Then the winds, the hot and the cold, especially such 
as are common to all countries, and then such as are peculiar to each locality. 
We must also consider the qualities of the waters, for as they differ from one 
another in taste and weight, so also do they differ much in their qualities. In 
the same manner, when one comes into a city to which he is a stranger, he 
ought to consider its situation, how it lies as to the winds and the rising of the 
sun; for its influence is not the same whether it lies to the north or south, to the 
rising or setting sun. these things one ought to consider most attentively, and 
concerning the waters which the inhabitants use, whether they be marshy and 
soft, or hard and running from elevated and rocky situations, and then if 
saltish and unfit for cooking: and the ground, whether it lies in a hollow, 
confined situation, or is elevated or cold: and the mode in which the 
inhabitants live, and what are their pursuits, whether they are fond of exercise 
or labour, and not given to access in eating and drinking. 
From these things he must proceed to investigate everything else. 
-Hippocrates (c. 400B.C.) 
INTRODUCTION 
INTRODUCTION 
Health is an indispensable basis for defining a person's sense of well 
being. It is an important parameter for measuring the social well being of any 
nation. Good health does not merely mean absence of disease or infirmity. 
Ensuring good health status for the world's population is key to laying the 
foundation for sustainable social, economic, and human development. Health is 
a means and end in itself It is a major instrument of social and economic 
development and the creation of a new social order. Earlier it was an 
individual's responsibility to look after his own health but now it has become a 
global concern. It encompasses the whole quality of life. 
"Health Facilities and Reported Diseases in Jaipur City" is 
essentially related to medical geography. Health has emerged to be a very 
burning topic these days. It is very important for the all round development of a 
nation. The destiny of a nation lies not in the quantity of people but in the 
quality of its people. Medical geography known as health geography is one of 
the branches of social geography. It got its origin mainly in the western 
countries. In India the medical geography is a new discipline. The IGU 
Congress at New Delhi in 1968 and the IGU Regional Symposium in Madras 
in 1981 are the two major meetings held for medical geographers. The 
paradigm that dominates medical geography emphasizes that man is the 
creature of his environment. He modifies it and in turn his behaviour also gets 
modified by the environment. The environment which envelope him affects 
him personally and collectively in health related matters. This relationship can 
be positive i.e. stimulating and healthful, or negative, that is noxious and 
harmful. Therefore the main aim of a medical geographer is to study this 
relationship. Man's relationship with the surroundings deals with the 
distribution of human diseases and conditions under which they arise. It also 
studies the effect of natural conditions on human health. These studies can be 
conducted spatially and temporally. 
The endemic disease maintain themselves in a dynamic equilibrium over 
time is consonant with the idea of disease as an agent host environment 
interaction and with a wider concept that all organisms, man and pathogens 
included strive to maintain an equilibrium or homeostatic relationship with 
their environment. Normative community behaviors play a major role in the 
transmission and prevalence of diseases. 
The role of the health system comes to light. It deserves the highest 
priorities in an endeavor to improve the health of the people, as they provide 
critical interface between life saving and life enhancing interventions and the 
people who need them. The health center is an institution which looks after the 
health needs of the people. A health center provides health care services for 
better health development of the people. The health care services are studied in 
relation to with two aspects, availability and accessibility. There are disparities 
in the dispensation of the health services. These differences can be guided by 
socio-economic, cultural and political variations. The utilization of health care 
facilities is a sign of health needs and health status of a group. 
WHO (2000) has rightly emphasized that the primary goal of a health 
system should be to provide better health in a responsive manner and with fair 
financial distribution. Utilization of health care facilities is a sign of the health 
needs and health status of a community. Education is an important tool in 
improving the health status of the population. Education and health have 
continued to grow in isolation from each other. No programme of health 
services can succeed without education which alone can give individual the 
needed information, skills and value orientations. Nutrition is another 
important component of studying health. The Indian Constitution charges the 
states with "the raising of the level of nutrition and the standard of living of its 
people and the improvement of public health". Since independence India has 
been a welfare state. Its policies have been guided towards the betterment of 
the people. The welfare service aim towards securing physical, mental and 
socio- psychological needs of the disadvantaged groups. 
STUDY AREA 
My study is concerned with, Jaipur City located on 26° 55' north latitude 
and 75° 49' east longitude. It's municipal boundary extends from 26 degree 46 
minutes north latitude to 27 degree 01 minutes north latitude and 75 degree 37 
minutes east longitude to 76 degree 57 minutes east longitude. The city has a 
total population of 23.24 Lac. The health system works on the public- private 
partnership model. Being the state capital Jaipur city enjoys a good health care 
system. There are a good number of hospitals serving the population. But even 
then a large section on the slum dwellers is devoid of the proper treatment and 
care. They are the most vulnerable group. The distribution of the health centers 
in uneven throughout the city. It is beyond the reach of the vulnerable group. 
The health centers are also falling short of the staff 
OBJECTIVES 
1. To study the distribution of health infrastructure in Jaipur City. 
2. To study the disease pattern of the Jaipur City. 
3. To make a comparative study of the health condition of the urban poor 
and non poor in Jaipur city. 
DATA SOURCES AND METHODOLOGY 
The following study is based on both primary as well as secondary data 
sources. The primary data sources include direct observation and interview. 
The secondary data sources are relied more, particularly for the statistics for the 
public health centers. The secondary data sources are, the Directorate of 
Medical and Health. Government of Rajasthan, Jaipur, the C to E Report, 
Government of Rajasthan, some Facts about Rajasthan Directorate of 
Economics & Statistics, Rajasthan, Jaipur, Census of Rajasthan, Jaipur, Jaipur 
Nagar Nigam. 
The present work aims to study the health infrastructure and the disease 
pattern of the Jaipur City. In order to describe the various determinants of 
heahh infrastructure e.g. Doctor- population ratio, hospital- population ratio 
etc, I have used the ratio method. These are calculated per thousand population. 
Ratio = Total Number of units /The Population of an Administrative 
Unit *1000 
The study is based on the random sampling method. I have not taken 
all the health institutions for my study. Simple percentages have been used to 
show the disease pattern. The information about the variations in the morbidity 
have been diagrammatically presented through the bar diagram's and pie 
diagram's. The disease pattern followed in the government institutions is made 
available. The following work also suffers from certain shortcomings. There is 
a lack of data about the private hospitals. The private hospitals are a bit 
skeptical about giving their patients records. An idea about the disease pattern 
is given on the basis of the statistics derived from the government health 
institutions. The z-score technique has been employed to do the mapping of the 
variables and make a comparative study on the health infrastructure among the 
different zones of the Jaipur City. The z-scores are used to standardise 
variables measured on interval or ratio scale. If the variables are measured in 
different units, they may be changed into standard scores, these are called z-
scores. The z-score is calculated by applying the following formula: 
Zi = (Xi-X)/5 
Where, Zi is the standard score of i"^  variable; Xi is the original value of 
individual observation; X is the mean of variable, and 8 denotes 
standard deviation. 
Values of z-score are added and average is taken to compute the composite 
mean z-score Thus model is thus; 
CS = I Z i j / N 
Where, CS refers to composite mean z-Score; Zij denotes the sum of z-scores of 
variable j in observation i; and N denotes the number of variables. 
The z-scores are calculated to make the data scale free and remove 
biasedness. In this method the mean of each variable is subtracted from its 
variable value and these differences are divided by Standard Deviations. The 
standard deviation is the positive square root of the average of square of 
deviations. 
ORGANIZATION OF STUDY 
The whole work has been divided into five chapters as follows; the first 
chapter deals with the concept and determinants of health and disease. The 
second chapter is concerned with the review of the work done so far on the 
health and disease pattern. The third chapter discusses the geographical outlook 
of the study area. The fourth chapter deals with the determinants of health 
infrastructure and classification of the diseases. The fifth chapter deals with the 
inter zone comparative analysis of the infrastructural facilities in the health 
sector. The sixth chapter deals with the zonal variations of the health 
infrastructure in Jaipur city. 
CHAPTER -1 
CONCEPTUAL FRAMEWORK 
Human being is an integral component of the ecological system of the 
earth. It therefore becomes necessary to probe into the environmental effects on 
the health and ill health of mankind. Human maladies have been a matter of 
great universal concern in all times of history and have attracted the attention 
of the specialists and non specialists alike. Health and disease having direct 
influence on mans capacity to work have always been regarded as a relevant 
subject of study in the field of geography. 
Geographers have traditionally studied the creation of landscape, the 
mobility and composition of population, the determinants of economic activity 
and its location, and diffusion of things, ideas, and technology. All these are the 
consequences of medical geography. The landscape is composed of insects, 
medicinal herbs, and hospitals as well as topography, vegetation, animals, 
water sources, house types, and clothing. Mobility is important to exposure to 
and transmission of disease. Elements of population composition include not 
only age structure, ethnicity, and literacy but also immunological and 
nutritional status and genetic susceptibility. Health service delivery relates to 
economic activity, as do occupational health hazards. Disease agents and 
medical technology are subject to diffusion. 
Geography studies man environment and their inter relationships on the 
face of the earth. It is the spatio- temporal study or distribution of a 
phenomenon. In the realm of knowledge it actually holds a central position and 
is treated as the mother of sciences .This subject has to deal with such a wide 
variety of phenomenon that it contains many specialisms with divergent 
interests. It is concerned with the "causal relationships existing in the complex 
of heterogeneous phenomenon at one place and the causal connections among 
phenomena"'. 
Man and environment are in a constant state of dynamic equilibrium. 
Even minute changes on either part can create massive or fatal disequilibrium. 
The endemic disease maintain themselves in a dynamic equilibrium over time 
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is consonant with the idea of disease as an agent host environment interaction 
and with a wider concept that all organisms, man and pathogens included strive 
to maintain an equilibrium or homeostatic relationship with their environment. 
Normative community behaviors play a major role in the transmission and 
prevalence of diseases. 
Modem medical geography was stimulated by the generally increasing interest 
in environmental and behavioral interactions as causes of diseases, concepts of 
multifactorial associations and ecosystem replaced single factor hypothesis for 
disease etiology which by definition drew in biological and cultural 
environments and behaviors as at least the context for disease process, 
(Armstrong 1983)^ 
Medical geography is usually defined as the application of geographical 
concepts and techniques to health related problems . Geography has acted as a 
bridge between social and environmental sciences. The application of 
geography to the concept and techniques of the health related problems places 
medical geography in the mainstream of the discipline of geography. The 
environmental phenomenons are always studied in relation to their health 
implications. 
Medical geography uses the concepts and techniques of the discipline of 
geography to investigate health- related topics. Subjects are viewed in holistic 
terms within a variety of cultural systems and a diverse biosphere. It has room 
for all the disciplines. 
"Medical Geography (as) a scienfific discipline joining medicine with 
geography" (J.E.Park 1980)^ 
It is a hybrid between geography and medicine dealing with the 
geographic aspects of health and health care. It studies the effects of locale and 
climate upon the health. It aims to improve the understanding of the various 
factors which affect the health of populations and hence individuals. It is also 
called "Health Geographic". Medical geography has freely drawn fi-om the 
facts, concepts, and techniques of other social, physical, and biological 
sciences, medical geography is an integrative, muitistranded sub discipline. 
Medical geography is both an ancient perspective and a new specialization. The 
idea that place and location may influence health is not exactly new. It is an old 
idea and a fertile one. Since Hippocrates (circa 3rd century BC), it has been 
known that certain diseases such as malaria occur in some places and not others 
(and for good reason). Malaria is not a disease of mountain tops. It lurks in 
lowlands where mosquitoes breed and sting, to convey the parasitic agent of 
the disease - Plasmodium. The studies on the man and environment relationship 
were known to the Hippocratic school of medicine, as early as the 4^ ^ centaury 
B.C. it were the Greeks who were very well aware of the influence played by 
the climate, site, and occupation 
Medical geography is a result arising out of a common interest between 
geography and medicine. It is a broad line field which attempts to unfold the 
local or regional variations of those environmental conditions which are 
causatively related to human health. 
The medical geography in its modem sense, however, became 
practicable only after the modem concept of a disease was formulated and the 
pattem of specific diseases was unmistakably recognized. However, the term 
'Medizinche Geographic' as was mentioned in C.F. Fuchi's work appeared in 
1853, but it could attain its popularity only 60 years ago in England^. The 
emergence of a systematic interest in medical geography was done with the 
coming up of a commission on medical geography in Lisbon (1949). 
"The study of spatial aspects of disease as well as health care is logical 
extensions of trends in geographical analysis that have developed during this 
centaury. Within these contexts, health problems are viewed as environmental 
problems requiring the use of spatial research techniques to assist the 
understanding and in some instances explanation" (Pyle)^. 
"Medical geography is an interdisciplinary field of study concemed with 
aerial variations of disease incidence as expressed by mortality and morbidity 
indices with possible cause and effect relationship with element of physical, 
biological, and socio-cultural environments in space" (Howe)^. 
The main role of medical geography lies in improving the health of the 
people providing broad base plans so as to ward off the disease occurrence in 
the regional perspectives. We must know who has what and were; later on will 
come demanding question why*? 
Andrew Davidson's Geographical Pathology: An Inquiry into the 
Geographical Distribution of Infections and climatic Diseases,(1892). And 
Clemov'si The Geography of Diseases (1903) were the first books written in 
English in this field, but though of considerable interest rivals the work of 
Hirche and Lambard^. The first edition of Haviland's Geographical distribution 
of diseases in Great Britain contains colored plates to show distribution in 
1851-60 of heart diseases etc. of England and Wales^°. 
CONCEPT OF HEALTH 
The state of being hale, sound, or whole in body, mind, or soul, especially, the 
state of being free from physical disease or pain. The general condition of the 
body or mind, especially in terms of presence or absence of illness, injuries, or 
impairments is termed as health. Ensuring good health status for the world's 
population is key to laying the foundation for sustainable social, economic, and 
human development. 
Perspectives on Health 
"Health is a state of complete physical, mental and social well-being and 
not merely the absence of disease or infirmity" WHO". This definition of 
health was updated in the 1986 WHO Ottawa charter'^ for Health Promotion 
"to say health is a resource for everyday life, not the objective of living", and 
health is a positive concept emphasizing social and personal resources, as well 
as physical capacities. Good health denotes soundness, vitality, and proper 
functioning of a human being. 
The preservation of health in the group has been defined by WHO as, 
"The science and art of preventing disease, prolonging life, and promoting 
health and efficiency through organized community efforts for the sanitation 
of the environment, the control of the communicable infections, the education 
of the individual in personal hygiene, the organization of medical and nursing 
services for the early diagnosis and preventive treatment of disease and the 
development of social machinery to ensure for every individual a standard of 
living, adequate for the maintenance of health, so organizing those benefits as 
to enable every citizen to realize his birth- right of health and longevity". 
Biomedical Approach 
The biomedical approach of medical geography emphasizes that illness 
is caused by an identifiable agents e.g. bacteria, virus, etc. The biomedical 
perspective on health focuses on presence or absence of diagnosed diseases. 
According to this approach the germs are the causative agents for the diseases. 
"Health is nothing but a struggle between mysterious forces that occur below 
horizon. Nothing happens in the visible field that does not stem from deep, 
visible field that does not stem from deep, invisible and unknown roots" (May 
I960)". 
Socio-Economic Approach 
Medicine has a relatively small impact as a determinant of health of 
population. According to them the aspect of living conditions, associated with 
varying levels of social and economic development, are more significant in 
determining whether or not people become ill. They emphasize on the social 
and physical environmental factors influencing health (Dubos I960)*'* & (Me 
Keown 1979)*^ 
Variations in the consumption of health care, in all its forms, contribute 
to differences in health between population and individuals (Schofield & 
Reher 1991)'^ (Bunker 1995)'^. 
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Ecological Approach 
The ecological approach of health emphasizes the health as a state of 
dynamic equilibrium or adjustment between man and his environment. An 
individual is unhealthy if he is not functioning adequately in a stated 
environment, or if while functioning in this environment, he is subjected to 
some sort of stress, he does not adapt within the range of normal functioning. 
The health of a man is rooted in his environment. Environmental conditions, 
generally characterized as "social conditions", affect the growth and 
development of infectious agents and the resistance of susceptible host. In 
recent years, since man's relatively successful conquest of communicable as 
well as parasitic diseases and the rapid growth in impudence of the chronic 
degenerative diseases increased attention has been focused on the social as well 
as the physical aspects of man's environment. How man lives has become as 
important as where he lives. Socio- environmental factors lay the foundation of 
man's living on the earth. These factors are intimately related to an individual's 
exposure and susceptibility to diseases. The need for a healthful environment is 
common to all people, it cuts across boundaries of occupations, race, class and 
politics. If it differs from neighborhood to neighborhood and from region to 
region, it differs not in fundamentals but only in complexity'*. 
Health is a "continuing property" that could be measured by the 
"individual's ability to rally from a wide range and considerable range of 
amplitude of insults being chemical, physical, infectious, psychological, and 
social" {J. Ralph Audy 1971)^1 
Health is a positive concept emphasizing social and personal resources 
as well as physical capabilities. Health is variously defined as soundness of 
body, state of bodily or mental well-being, freedom from disease, disorders, 
pain or weakness. It can be defined as a state of well-being in which all the 
parts and organs are sound and in proper condition, that condition of the body 
and its various parts and functions which conduce to efficient and prolonged 
life. This optimum state of being can be attained only when the organisms are 
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well nourished. Health is an integral part of human well-being. It is an 
important indicator to determine the social and economic level of nation. 
"Health implies the relative absence of pain and discomfort and a continuous 
adaptation and adjustment to the environment to ensure optimal function" 
(Rene, Dubos 1968)^ ". 
Health is the level of functional and metabolic efficiency of an 
organism at the micro (cellular) and macro (social) level. It is commonly 
defined as an organism's ability to efficiently respond to challenges (stressors) 
and effectively restore and sustain a "state of balance known as "Homeostatic". 
Health is a continuous process of adjustment to the changing demands of 
living. 
THE TRIANGLE OF HUMAN ECOLOGY 
The three vertices of human ecology are formed by habitat, population, 
and behaviour . 
Habitat is that part of the environment within which people live, that 
which directly affects them. The built-up environment forms part of the habitat, 
houses and work places, settlement patterns, naturally occurring biotic and 
physical phenomenon, health care services, transportation systems, schools, 
and government etc. 
Population is concerned with human as biological organisms, as the 
potential hosts of disease. The ability of a population to cope with insults of all 
kind depends on its genetic susceptibility or its immediate physiological status 
with regard to time of day or year. 
Behaviour is the observable aspect of culture. It springs from cultural 
percepts, economic constraints, social norms, and individual psychology. It 
includes mobility, roles, cultural practices, and technological interventions. 
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Fig 1.1: The Triangle of Human Disease Ecology from Melianda. S. Mead and Robert 
J. Erickson, Medical Geography, second Edition, 2000, p-25 
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DETERMINANTS OF HEALTH 
Health indicators or determinants are useful tools for monitoring the 
health of the population and communicating with multiple audiences about 
opportunities to improve health. The indicators thus identified are broad 
reflection of the contributors to health- social and physical environment, 
behaviour, and health, conditions. The indicators act as guidelines for those 
individuals and organizations who share some responsibility for health. The 
conditions represented by these indicators point to real opportunities for action. 
Many communities based and health care provider's interventions have been 
proven to reduce many health risk behaviour, and increased health promoting 
behaviour. Therefore the determinants of health can be broadly classified as 
(A) Inherent Factors 
Age: age is an important factor in determining the health of the people. 
It is a universally accepted fact that the elderly people and the young ones are 
more susceptible to infections of various kinds. Their immune system is not 
much resistant to the infections. They are more severely attacked when sick 
due to the reduced immunity. This is the reason why the children are 
vaccinated during the early years of their life, to prevent many infections. The 
elders are also advised to get vaccinated yearly with influenza vaccine. 
Ethnic origin: certain ethnic groups are at a risk of developing some 
kind of disorders as a result of their genetic make up, the environment they live 
in, the rituals they perform e.g. nasopharyngeal cancer (NPH) is more common 
among the people of south china especially among the fishing community. This 
is thought to be partly due to the addition of the salted fish to congee fed to 
their young. The Chinese non smoking women are also at a great risk of getting 
lung cancer, due to their exposure to the mutagens in fumes from oils used in 
cooking. 
Genetic origin: our genes are the biggest factor in deciding the way in 
which our health gets deranged. They also decide which plane is affected the 
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most in a particular person. As children inherit physical and mental makeup of 
their parents, in the same way they also inherit tendencies and susceptibilities 
to acquire diseases, e.g. peptic ulcers, obesity, hypertension, depression etc 
often runs in a family. Defective genes sometimes directly result in the 
transmition of the disease. These diseases are also called the hereditary 
diseases. They are transmitted from one generation to the other. 'Emotional 
instability', 'tendency to worry', etc are also genetically oriented disorders. 
These days most of the diseases are hereditary .e.g. The families with a long 
history of breast cancer, certain genes could be inherited which may lead to an 
increased risk of the disease. 
Sex: this is also an important factor in determining the health of an 
individual, e.g. this is a universally accepted fact that men are more susceptible 
to cardiac disorders than women. Women are biologically stronger than the 
males. Sex linked recessive inherited hemophilia in which a coagulation factor 
8 is missing resulting in easy bleeding. This is more common among the males. 
Female members of the family may or may not be the carriers of the disease. 
Women are more susceptible to the mortality related to the various stages of 
the child bearing process. 
(B) Outside Factors 
Social: the affluent suffer from the diseases of plenty whereas the poor 
suffer from the disease of scarcity. Excessive sedentary work, long working 
hours, reduced rest hours, diet containing highly processed food, poor in fiber 
content, and with loads of artificial colors and flavors, increased anxiety and 
tension related to education, carrier, job, performance, standard of living, per 
capita income, nutrition level etc are some of the factors affecting the health. 
Breast cancer is a common disease among the women of the effluent society. 
This is mainly due to the excessive intake of fatty. Whereas the children 
belonging to the economically weaker section of the society suffer from the 
nutritional deficiency diseases such as marasmus, kwashiorkor, etc. obesity is 
another disease suffered by the economically effluents. 
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Occupation: occupation is an important base for the classification of the 
ailments. Certain disorders are related to the occupational association of the 
person e.g. prevalence of lung cancer among the people working in asbestos 
workers. 
Education: education plays a leading role in guiding an individual 
towards a better living. It gives him an insight of how to lead a healthy life, free 
from diseases. An educated person is aware of the various aspects of good 
health, the factors affecting his health as well as the health of his near 
neighborhood. The concept of a balanced diet is known to him. Education 
teaches a person to choose between a healthy and an unhealthy lifestyle. He 
prefers to live in a clean and healthy environment. A clean environment is itself 
an indicator of good health. 
Nutrition: nutrition is a science that deals with all the various 
constituents of which food is composed and the way in which proper 
nourishment is brought about . It studies the relationship between diet and 
states of health and disease. Between extremes of optimal health and death 
from starvation or malnutrition, there is an array of disease states that can be 
caused or alleviated by changes in diet. Deficiencies, excessive and imbalances 
in diet can produce negative impacts on health, which may lead to diseases, 
such as scurvy, obesity, etc as well as psychological and behavioral problems. 
The optimum state of being can be attained only when the animals organisms is 
adequately nourished. Freedom from hunger and malnutrition declared a basic 
human right in the Universal Declaration of human right (1948). Every men, 
women, and child has the inalienable right to be free from hunger and 
malnutrition in order to develop fiilly and maintain their physical and mental 
facilities. Malnutrition and retardation in growth are one of the major problems 
affecting the children of the developing countries. 
Malnutrition can lead to decreased energy levels, delayed maturation, 
growth failure, impaired cognitive ability, diminished capacity to learn, 
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decreased ability to resist infections and illnesses, shortened life expectancy, 
increased maternal mortality and low birth weight. 
Habits: habits such as drinking, smoking etc adversely affect the health 
of the person consuming it as well as the people living in his near 
neighborhood. Smoking is the leading cause of preventable deaths and lead to 
an increased risk of heart disease, stroke, lung cancer, and other respiratory 
disorders. Drinking leads to liver disorders. It is a social stigma as well. A 
drunkard disrupts the whole setup of the society. 
Habitat: where one lives has a great impact on the health of an 
individual. A large scale comprehensive study in 1996 conducted by the 
Chinese University of Hong Kong found that the number of asthmatic children 
doubles that of Beijing and Guangzhou. High risk factors include home 
smoking, maternal smoking, use of synthetic pillow and bedding and the use of 
gas as cooking fuel. 
Environment: WHO estimates that every year nearly over 5 million 
people die of illnesses linked to the consumption of unsafe water, improper 
disposal of excreta disposal and unclean domestic environment. Filthy and 
unclean environment are the breeding grounds for pests. The problem is more 
persistent in the developing world where poor sanitation, over population and 
over crowding are the factors underlying health implications. 
Health is of course, fundamental to human well being .health even 
relates to the impact of varying working and living conditions, educational 
opportunities, and access to goods, services, and environmental determinants '^*. 
The global aspiration creates the necessity for improved physical health and 
health care facilities. Physical health and health care facilities. Physical health 
is one of the basic needs to continue living and able to operate effectively^^. 
Health is undoubtedly vital criterion of human well-being^^. 
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Development and Health: The Epidemiological Transition 
The theory of epidemiologic transition was propounded by Omran in the 
year 1971. The theory focuses on "the complex change in the patterns of health 
and disease and on the interactions between the patterns and their demographic, 
economic and sociologic determinants and consequences" (Omran 1971) . 
Over the past centaury, mortality and morbidity patterns have been 
changing all over the world albeit with variations in timing and pace. The 
epidemiological transition is closely associated with the process of 
modernization and economic development. Less economically developed 
countries have higher rates of infectious diseases as standards of medical care 
are lower than that found in more economically developed countries. In more 
economically developed countries, more people die from degenerative diseases. 
The main aim of the transition include a decline in mortality, an increase in life 
expectancy, and a shift in the leading causes of morbidity and mortality from 
infectious and parasitic diseases to non-infectious, chronic and degenerative 
diseases. During the epidemiologic transition it was the young women and 
children who experienced the profound changes in health and disease patterns. 
Patterns of health and disease are an integral component of population 
change. Disease control programme may not be only a prerequisite of fertility 
transition but an effective instrument of socio- economic development as well. 
India is in the midst of epidemiological transition. It has eradicated many killer 
diseases but many of them still are the major cause of morbidity. 
DISEASE 
The study of geography of diseases forms an important part of medical 
geography. It tries to analyse the environmental conditions coupled with other 
factors under which various categories of diseases spread. The geographical 
factors have far the most part only an indirect effect on the causation of 
disease. There exists a causal relationship between the environment in which 
man lives and the state of his health^^. 
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"Human disease can be said to be the net result of the convergence in 
time and space within the person of the patient of the environmental stimuli, 
organic, inorganic or socio- cultural. These stimuli are a challenge which 
includes a tissular response that is disease which in turn eventually results in 
ecologic adaptation and survival or in total maladjustment and death"^'. 
Disease is a multiple phenomena which occur only if various factors 
coincide in time and space. The relationships between these factors have to be 
studied. These factors have been termed as 'pathogens' and 'geogens' (May, J. 
1958/*. 
Disease is "that alteration of living cells or tissues that jeopardizes 
survival in their environment". The organism has an environment to which it 
relates. The idea that disease jeopardizes survival implies that there may be 
different levels of health without there being disease (May 1961)^^ 
"State of health or disease is the expression of the success or failure 
experienced by the organism in its efforts to respond adaptively to 
environmental challenges, 
(Dubos 1965)^1 
A disease is an impairment of health or a condition of abnormal 
functioning. It is a pathological condition of a part, organ or system of an 
organism resulting from various causes, such as infection, genetic defect, or 
environmental stress, and is characterized by an identifiable group of signs or 
symptoms. A disease is any disturbance or anomaly in the normal functioning 
of the body that probably has a specific cause and identifiable symptoms. 
Diseases are one of the factors threatening us from having a properly functional 
life. Throughout our history, epidemics have caused the extinction of whole 
population. Over the last centaury, man has discovered many micro organisms 
that cause diseases in humans and animal, and has learned how to protect 
himself from them by either prevention or treatment. The definition of disease 
has varied over time and place, and diagnostic categories vary. 
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The Hippocratic tradition maintained that diseases were physiological, 
arising from an imbalance between the four humors, the correct balance of 
which maintained health. Each individual had had a unique humoral balance 
which could be easily disrupted by conditions such as cold, biting winds, poor 
air, or injudicious eating. It was B Paracelsus (C.1492-1541), who provided an 
alternative to such classical ideas by suggesting that disease was the product of 
active agents independent of the human patients. The English Hippocrates, 
Thomas Sydenham (1624-89), also believed that diseases are specific entities, 
which might be manifest in variable ways in individual patients, but which 
could be recognized by observant clinicians. He also advocated that specific 
remedies could be applied to each such disease. 
International Cooperation in Health- Right to Health 
There have been significant increases in funding through international 
organizations and programming initiatives, including major policy changes and 
the development of health strategies at the country level. Health is recognized 
as a human right in the United Nations Universal Declaration of Human Rights 
(Article 25) as well as the International Covenant on Economic, Social and 
Cultural Rights (Article 12). Everyone has the right to a standard of living for 
the health and well being of himself and his family, including food, clothing, 
housing, and medical care and necessary social services, and the other lack of 
livelihood in circumstances beyond his control (UDHR 1948^^). The 
constitution of the International Labour Organization (ILO) enshrines 
'adequate protection for life and health of workers in all occupations' as one of 
its solemn obligation. The UN Conference on environment and development in 
1992 under Agenda 21 laid down measures for protecting environment and 
promoting human health. Since health and development are intimately 
interconnected Agenda 21 addresses the primary health needs of the world's 
population, for the sustainable development and primary environmental care. 
The WHO should coordinate the activities of primary health care, control of 
communicable disease, protecting vulnerable groups, urban health challenges. 
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reducing health risks from environmental pollution and hazards. Sound 
development is not possible without healthy population. 
The health sector cannot meet basic needs and objectives on its own, 
it is dependent on social, economic, and spiritual development, while directly 
contributing to such development. It is also dependent on a healthy 
environment, including the provision of a safe water supply and sanitation and 
promotion of a safe food supply and proper nutrition 
The international health organizations are usually divided into three groups: 
Multilateral organizations, bilateral organizations, and Non Governmental 
Organizations (NGO's). 
Multilateral Agencies 
The term multilateral means that the funding comes from multiple 
governments as well as from non- governmental sources and is distributed to 
many different countries. The major multilateral organizations are all part of 
the United Nations. 
The World Health Organization (WHO *^*) is the premier international 
health organization. It is an "intergovernmental agency related to the United 
Nations." It is a separate, autonomous organization which, by special 
agreements, works with the UN and each other through the coordinating 
machinery of the Economic and Social Council". According to its constitution 
(1946) its principal goal is "the health of all peoples is fundamental to the 
attainment of peace and security and is dependent on the fullest cooperation of 
individuals and states". The principal work of WHO is directing and 
coordinating international health activities and supplying technical assistance to 
countries. It develops norms and standards, disseminates health information, 
promotes training in international health, collects and analyzes epidemiologic 
data, and develops systems for monitoring and evaluating health programmes. 
The Pan American Health Organization (PAHO)^^: serves as the 
regional field office for WHO in the Americas and, carries some additional 
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autonomous activities. It has launched safe motherhood and childhood 
programmes. 
The World Bank^ ^ the other major "intergovernmental agency related 
to the UN" heavily involved in international health. It seeks to improve health, 
nutrition and population outcomes of the poor, enhance the performance of 
health care systems and secure sustainable health care funding. It loans money 
to poor countries on advantageous terms not available in commercial markets. 
The United Nation Children's Fund (UNICEF), it is the subsidiary 
agency of the UN Economic and Social Council. Majority of its programme 
(non-administrative) budget on health care. UNICEF makes the worlds most 
vulnerable children its top priority, so it devotes most of its resources to the 
poorest countries and to children younger than 5. UNICEF runs many of the 
child health programs in cooperation with WHO. 
The United Nation Development Programme (UNDP) allocated $141 
million, out of a total budget for field expenditures of $1 billion, to "health, 
education, employment." Its major health concerns are AIDS, maternal and 
child nutrition, and excessive maternal mortality. In conjunction with WHO 
and the World Bank it sponsors the Special Programme for Research and 
Training in Tropical Diseases (TDR). 
Bilateral Agencies 
Bilateral agencies are governmental agencies in a single country which 
provide aid to developing countries. The largest of these is the United States 
Agency for International Development (USAID). Most of the industrialized 
nations have a similar governmental agency. Political and historical reasons 
often determine which countries receive donations from bilateral agencies and 
how much they receive., France concentrates on its former colonies, and Japan 
gives mostly to developing countries in Asia. USAID channels most of this aid 
through "cooperating agencies" - private international health agencies which 
contract with USAID. 
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Non-governmental Organizations 
Non-governmental organizations (NGOs), also known as private 
voluntary organizations (PVOs), provide approximately 20% of all external 
health aid to developing countries. These organizations are quite small, many 
are church-affiliated. In the very poorest countries, hospitals and clinics run by 
missionary societies are especially important. . The largest NGO devoted to 
international health in the United States is Project Hope, with an annual budget 
exceeding $100 million. Worldwide, the most important NGO in long-term 
international health is probably Oxfam, International. Founded in the United 
Kingdom in 1943, it now has affiliates in 10 other countries, including the 
United States. International Committee of the Red Cross (ICRC) and Medecins 
Sans Frontieres are some of the agencies which play a major role in averting 
health crises and re-establishing a functioning society. In the areas struck by 
the natural disasters. 
HEALTH SYSTEM IN INDIA 
It was in 1947 that, India decided to expand and improve the health 
services of the country as one of a comprehensive package programme to raise 
the standard of living of the people. The western model of health services, were 
adopted as it ideally suited for her. The basic emphasis in this model was on the 
adoption of the latest medical technology developed in the west and to make it 
available to its people through the expansion of the bureaucratic machinery of 
the medical and public health departments, the expansion of the institutions of 
medical education to train the agents required for the delivery of health care, 
the creation of necessary infrastructure needed for the primary health centers 
and dispensaries in rural areas; and the indigenous production of drugs and 
chemical required. 
The Indian Constitution does not list health as a fundamental right. 
The recommendatory Directive Principles of State Policy enjoin the state to 
raise nutrition level and improve public health (Article 47). The state is 
required to concentrate on the development of health infrastructure because of 
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its welfare oriented goals, market failures, to promote rural health facilities and 
the recommendations of Bhore Committee. The central government plays a 
leading role in providing health services mainly because of its financial clout in 
centrally planned economy. 
The present health system is guided by the National Health Policy 1983 
the Government has relied upon a 'vertical' implementation structure for the 
major disease control programmes. The country has been able to reduce the 
burden of specific diseases. Our health system is largely curative, benefiting 
the upper crusts of the society especially those residing in the urban areas. It is 
bemoaned that we have failed to provide comprehensive primary health care to 
the entire urban and rural population. The centralized planning scheme adopted 
by the GOI aimed at an equitable regional distribution. The access to and 
benefits of the public health system have been very uneven between various 
socio-economic groups. Particularly for women, children and the socially 
disadvantaged sections of the society. The preventive, promotive and 
rehabilitative aspects of health care have been neglected. 
Intermediation through 'Health volunteers' having appropriate 
knowledge, simple skills and requisite technologies. Doctors are the most 
important component of a health system. The doctors of the country have 
become more of a professional than charitable. They have made their work 
dance around money. They are mere businessman than human service. The 
muhiple systems of health care services (AYUSH) in India make the 
development of an organized system difficult. Inappropriate policies, poor 
governance structure and inadequate financial arrangement in the supply side 
and high incidence of poverty, ignorance and traditional practices and cultural 
factors operating at the demand side influence the health outcomes in India. 
Public spending on health care in India is one of the lowest and as per the 
national health accounts 2001-02^' spending by the health departments of both 
centre and state accounts for 0.9 per cent of GDP. 
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The community has not been involved in the identification of their 
health needs and priorities as well in the implementation and management of 
the various health related programmes. The policy targeted 'Health for AH' by 
2000AD through the universal provision of comprehensive primary health care 
services. The policy also stated small family norm voluntary for population 
stabilization and thrashing of a national population policy and national medical 
and health education policy. The importance of suitably trained health 
volunteers and establishment of a well worked out referral system. Nation wide 
chains of sanitary-cum-epidemiological stations are sine-quo-non for tacking 
specific environmental health problems. Efforts should be made to increase the 
privatization or private investments in the health sector. The policy identified 
nutrition prevention of food adulteration, maintenance of the quality of drugs, 
water supply and sanitation, environmental protection, immunization 
programme, maternal and child health services, school health programme, and 
occupational health services as special areas of attention. The NHP is a 
progressive and comprehensive document. 
The National Health Policies 
A National Health Policy was first formulated in 1983. The evolution 
and development of health policies and law in India centers around the 
elimination of the endemic diseases and reprisal of remedial strategies. It was 
only recently that pragmatic thrust shifted to policies which promote a state of 
complete physical, mental and social well being and not merely the absence of 
disease or infirmity. The water and food borne diseases in particular have been 
the target of a long sustained, widespread and still ongoing sanitary campaign. 
Endemic diseases like leprosy, tuberculosis etc. caused considerable morbidity. 
It aimed to eradicate TB, malaria, polio. It also set target to bring complete 
eradication of HIV /AIDS by 2010. The national health policy 2002, advocates 
for the scientific designing of public health projects, suited to the local needs. It 
lays great emphasis upon the implementation of public health programmes 
through local self-government institutions. 
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Health in Rajasthan- An Overview 
Healthy human beings are the most important component for the 
national and social development. Ill health reduces the working capacity of an 
individual. The global mandate for "Health for AH" in the Alma ata 
Declaration provided an impetus to the health system in India and in 
Rajasthan^ .^ The status of health is quiet poor in Rajasthan both in absolute 
and relative terms. The directorate of medical and health has started several 
programmes throughout the state in order to meet the medical and health needs 
of the people. Health system in Rajasthan is mainly rural oriented. There are 
several programmes initiated under the rural health mission e.g. immunization 
programmes, pulse polio programme, for the desert districts of the state the 
Sanjivini Programme has been started. Progress has been made with respect to 
the control of communicable diseases such as small pox, malaria, leprosy, 
guinea worm and pulse polio. There is a considerable improvement in the 
health status of the people due to all these measures is established by three 
major health indices viz., the increase in life expectancy from —in 1991 to— 
in 2001, the decline in death rate from in— to about 7.0 per thousand in 
2001, decline in infant mortality from 79 in 1991 to 67 per thousand in 2001. 
The health system in Rajasthan suffers from certain flaws. Accessibility is one 
of the major problems affecting the diseased. The worst sufferers are the 
females, children and underpreviledged. Gender differentials also characterize 
the health system in Rajasthan. 
Rajasthan has been concerned over the poor access to health care and 
poor health indices of the population. In an attempt to improve access to health 
care the state has been investing over 50% of the plan funds for primary health 
care. The state government has attempted following steps in order to provide 
secondary and tertiary level health care these include firstly, increased public 
private partnership by a liberal allotment of land and investment subsidy for 
the private hospitals both in rural and urban areas. The poors are given certain 
subsidies, secondly the medicare relief societies, one in each secondary and 
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tertiary level hospitals. These societies created by the state government provide 
greater autonomy to the administrative heads, to provide measures to conserve 
resources like adoption of wards, opening lifeline fluid stores, generating 
revenue by providing services and charging from those who can afford and 
obtaining donations etc, thirdly opening lifeline fluid stores which sell drugs 
and other consumables on cost basis with a margin levied as service charges, 
fourthly privatisation of non clinical services like cleaning, laundry, security, 
transportation services etc. have been attempted. The state has also allowed the 
private sector to impart medical and health education. 
Several committees have been established to look into the health matters 
of the country 
(A).Bhore Committee Report (1946): It laid emphasis on integration of 
curative and preventive medicine at all levels. It made comprehensive 
recommendations for remodeling of health services in India. The committee 
recommended that no individual should fail to secure adequate medical care 
because of inability to pay for it and health programme must be from the 
beginning. Health service should provide fiilly developed, consultants, 
laboratories and institutional facilities necessary for proper diagnosis and 
treatment. There is an urgent need for relief to rural poor of the country. 
(B).Mudaliar Committee Report (1962): The main recommendations of 
the report were enhancement the reach of the health delivery system, streamline 
or organization, development of training facilities for multi purpose 
paramedical personal and expand some of educational base for modem 
medicine. 
(C).Srivastava Committee Report (1975): it was based on the criteria of 
development of an integrated service covering promotive, preventive and 
curative aspects of health services and family planning. It envisaged for 
universal coverage and equal accessibility to all citizens and full utilization of 
paramedical resources and supplementation by a well structured system of 
referral services. Promotion of traditional knowledge and in modem medicines 
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for the indigenous research in tune with latest scientific developments. 
Practical implementation was emphasized. 
(D).Ramalingaswami Study Group Report: It is necessary to develop a 
comprehensive national policy on health. The existing exotic, top down elite-
oriented, urban based centralized and bureaucratic system should be replaced 
by an alternative model of health care services which is strongly rooted in the 
community and integrates preventive promotive culture and tradition with the 
best elements of the western system^^. 
The national five year plan reflected the recommendations of the Bhore 
committee by prioritizing of water supply and sanitation, control of malaria, 
preventive health care of the rural people, health services for mothers and 
children, health education and family planning and population control. The 
New National Minimum Need Programme (MNP) was introduced in the fifth 
plan. It aimed at ensuring minimum uniform public health facilities, preventive 
medicine, family planning and the detection of early morbidity appropriate 
unsafe sources of water and environmental improvement of slums etc. were the 
objectives of the plan. The 6^ plan shifted the emphasis fi"om development of 
the city based curative services and super specialties to tackling rural health 
problems by combination of preventive, promotive and curative health care 
services. 
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CHAPTER - 2 
REVIEW OF RELATED LITERATURE 
Review of literature is a preliminary step towards undertaking a research 
process. It gives a broad idea about the nature of work done in a particular 
sphere. It is a survey of scholarly articles, books and other sources, relevant to 
a particular issue, area of research. Its main purpose is to offer an overview of 
significant literature published on a topic. A literature review is an account of 
what has been published on a topic by accredited scholars and researchers. 
Sir Robert McGarrison and Sinclair.H.M (1936)^ the greatest single 
factor in the acquisition and maintenance of good health is perfectly constituted 
food. The level of physical efficiency of the Indian races is, above all else a 
matter of food. If minute attention is paid to these three things- cleanliness, 
comfort and food it is possible to exclude disease from a human being and to 
produce a good physique. 
Mathur.K (1946) the individual may develop poorly because of 
inadequate nutrition or due to poor genes and only appropriate observations of 
relations of different planes of nutrition can finally distinguish these causes. 
WHO (1963)^ mal nutrition is one of the most important health 
problems of the world. It is estimated that between one half and 213'^ of the 
world's population suffer fi-om it. 
Mauksch (1973)'* concentration of hospitals is highly related to the 
occupation, position, work roles, social groups and education of the people. 
According to J.P. Naik (1977)^ the basic emphasis in this model was on 
the adoption of the latest medical technology developed in the west & to make 
it available to the people of this country. This kind of system provides a health 
care service mostly to the urban & well to do people and that it does not reach 
the poor people in rural areas & urban slums. The infi-astructure we have buih 
is also mostly urban & except for a few pilot experiments whose value & 
capability for generalization are still in questions. There is nuclear idea about 
the infrastructure & health care delivery agents needed for rural areas. 
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In the present situation, it is the preventive socio-economic & 
educational aspects of the health care system that are most significant. There 
has always been a lack of funds. The government has not been able to achieve 
the deserved goals. There is a growing awareness that what we need is not 
'more of the same' but something 'qualitatively different'. The Srivastava 
committee was the first to recognise that some alternative/alternatives are 
needed. 
D. Banerjee (1977)* health services and other social services & 
economic considerations that influence the health status of a community are 
considerably influenced by the nature of the political system of a community. 
In the case of India, where the process of democratization has not yet reached 
the underprivileged & the underserved to any significant extent, the health 
service system continues to nurture the colonial tradition of having a curative, 
urban & a privileged class orientation. Democratization of the political system 
will subordinate medical technology to the interests of the community. 
Rosenthal (1978)' the distribution of health facilities is positively 
related to the health standard of the population in Florida. 
Schmidt (1983) the survey revealed that in four districts of Punjab the 
women are prevented from taking up employment in health centres by their 
families. Therefore, the women participation in health services is very low 
particularly in rural areas of Punjab. 
Kingston (1983)' the distribution and maintenance of hospitals 
depends upon the organisation or management of the health facilities. If the 
organisation is efficient, then it provides effective and good health services to 
the people. According to the behaviour of the organisation the health system 
exists in a hierarchical order. 
Hogh and Peterson (1984)*" after a high investments on health care in 
rural area of Botswana the number of visits per rural inhabited were very less 
than urban area. And the visits were related to the socio-economic conditions 
of the people of the area. 
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Chojnack & Adeghola (1984)" concluded that there is a positive 
relation between the distribution of mortality and health facilities. 
Bruno. Jobert (1985)*^ the Indian Community Health Volunteer (CHV) 
Scheme is a major large scale experiment in people's participation into primary 
health care.The determining influence of the dominant classes, in both political 
and intermediate level bureaucracy of the state apparatus, tends to divert most 
of the resources made available by the State from their initial object, while 
inevitable reforms are constantly delayed. Thus the development of a popular 
participation policy would seem to be the necessary complement to the center's 
reform policies. 
Lee (1988)*'* conducted a study in China, Taiwan, Honkong, and writes 
that there is a hierarchical relationship among medical traditions. With a 
national society and this hierarchy is highly and positively co-related to the 
socio-economic conditions of the people. He also found great disparities in 
between rural and urban areas. 
D.S.Malik, Mathur.S.N, Haldiya.K.N (1988)*'* in a country like India 
the people due to their peculiar and distinctive economic environment and 
inhibitions are reluctant to travel distances to obtain medical aid in the cities. 
The government of Rajasthan launched the 500 hundred bedded mobile 
surgical unit on wheels, to meet out the challenges of providing medical care to 
the rural population of the country. The unit organises camps in a particular 
selected area and conduct operations. Inspite of the odd situations faced by the 
surgical unit it has laudable results and quite a low infections, complications 
and mortality. 
Brown & W. Sittitrai (1994)*^ 16000 HIV-infected children had been 
bom & tons of thousands of child prostitutes & street children were at risk of 
infection. By the turn of the centuary, more than one million Thai Children will 
have atleast one HIV-infected parent to provide an information base for sound 
policy decisions the program on AIDS of the Thai Red cross society & the east 
west centre's program on population recently prepared a report entitled, "The 
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impact of HIV on children in Thailand". Some of these children will be 
orphaned by the disease, others may be abandoned by infected parents 
F Carrat «& Valleron A J (1995) '^transmission of water-related 
diseases is likely to occur when disease organisms vectors & people come into 
close relationship in space & time: relationships that are closer in some periods 
of the year than in others. 
Schneider, D.F. & Greenberg M.R (1995)*'' the Southern bom black 
Americans would exhibit high mortality rates from oesophageal cancer 
regardless of where they lived at the time of death. It was mainly observed in 
the age group 3 5 - 4 4 years old. The highest death rates from oesophageal 
Cancer were noted among Southern bom migrants to the North-east and North 
Central regions. 
Rozs, C.S. & Wu Chia - Ling (1995)'^ there is a positive association 
between education and health but their explanations fall into 3 categories: work 
and economic conditions social - psychological resources and health life - style. 
The author replicate analysis with two US samples cross - sactionally and over 
time, using two health measures (self-reported health & physical functioning). 
The resuhs demonstrate a positive association between education and health 
and help explain why the association exists. 
Bennett, S. (1995)*' this study revealed the trends in socio-economic 
inequalities in cardiovascular risk factors using educational attainment to 
indicate socio-economic status in the six state capitals of Australia. During 
1980's average blood pressure declined for each level educational attainment. 
Men from all the educational level responded positively to the anti smoking 
initiatives. Among the women, the decline in smoking was less among those in 
the lower education group. The prevalence of moderate to heavy drinkers was 
higher in men of lower educational attainment but declined significantly over 
the period. 
G.R. Rodier, J.P. Paua, M. Kamil, S.O. Chakib & S.E. Cope 
(1995)"" rapid increases in population and migration have resulted in various 
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ecological changes. It has lead to the emergence, recurrence on spread of 
infectious diseases. In the rapidly growing city of Djibouti in East Africa, 
public health priorities have been altered during the last 10 years by diseases 
which are unknown a under control until the early 1980s. These diseases 
include malaria, AIDS, tuberculosis, dengue fever & cholera etc. Poverty 
seems to be a major cause for the emergence of the infections diseases. 
L. Rylander, L.Hagmer (1995)^ ^ the dietary habits of individuals have 
a great impact upon their health. It is observed that incidences of breast cancer 
are found to be more among the women with a high dietary intake of fatty fish. 
Tuomiletho. J, et.al. (1995) the incidence of insulin- dependent 
diabetes mellitus (IDDM) in children more than 15 years of age is the highest 
in Finland. The overall incidence of IDDM between 1987 and 1992 was 36 per 
100000/year. The age at diagnosis of IDDM has been moving towards the 
younger age group, and the differences in incidences between age group have 
now almost disappeared among Finnish children aged 1-14 years. 
Wang.P.P, Haines.C.S (1995)^ ^ Acute Lymphocytic Leukaemia (ALL) 
occurred more commonly in males and before the age of five. Over 60 years 
(1932-1991) there were only 85 cases that could be grouped as acute non-
lymphocytic leukaemia (ANLL). 
Monica Das Gupta (1995)^ '* public health services, which reduce a 
population's exposure to disease through such measures as sanitation and vector 
control, are an essential part of a country's development infrastructure. In India, 
policies have focused largely on medical services. Public health services, and 
even implementation of basic public health regulations, have been neglected. 
D.T.Wigle (1996) ^^Canadians currently benefit by having among the 
highest life expectancies at birth in the world. Canada's infant mortality rate in 
1990 was one of the lowest in the world. Fair & poor health was reported by 
36% of adult Canadians in the lowest income category in 1990 compared to 
only 5% in the highest income group. The leading causes for premature death 
in 1991 were coronary heart disease, lung cancer, car crash suicide birth defects 
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etc. AIDS was common among the male's .Cardiovascular diseases, cancer, 
musculoskeletal diseases injuries & respiratory diseases imposed the highest 
direct & indirect economic costs in Canada in 1986. 
Agarwal A.K (1996)^ ^ Japanese Encephalitis is a leading cause of viral 
encephalitis in Asia. It is caused by an arbovirus. Mosquitoes in the agricultural 
regions especially the rice growing belts & pig farming areas are the carries of 
it. It can affect the central nervous system & cause several complications & 
deaths. It can be prevented by the use of vaccine and also be avoiding 
encounters with the mosquitoes. The field studies revealed that majority of the 
patients were below 10 years of age and mostly males. Most patients had 
difficulty to stand & walk & required some aids & appliances to aid in their 
ambulation. About l/3rd required Foley's catheter for neurogenic bladder. 
Harshit Sharma (1997) plague is a disease of great antiquity. The 
1994 plague outbreak in India was of great concern. The pneumonic outbreak 
in Surat city was due to Y. pasties. The investigations at Mamla village reveal 
favourable entomological & serological condition conducive for plague 
transmission. Efforts should be made for the effective surveillance system to 
forecast disease outbreak. Minimise the scope of rodents of different ecological 
habitat coming in close proximity to one another. Rodent management should 
be undertaken at the national level. 
Rolee Kanchan (1997)^ '^  1978 declaration of WHO stated 'Health for all 
by 2000 'A.D.' & also recommended that health in rural areas is to be looked 
after by the PHC's. The two important aspects of health care delivery are 
adequacy & accessibility. The inadequacy of the PHC's is high in the 
industrialized & urbanized talukas of the district. The two major hindrances 
which came in the way of utilization of PHC's is great population preserve & 
large distances. 
Mohapatra. S.C, Mohapatra. P, Agwekarm.S.M.K and 
Gupta.J.N.P (1997) ^' the mal-distribution of health services in the developing 
countries, like India, is a very serious drawback of healthy case delivery 
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system. The spread of skin diseases depended upon various socio-economic 
aspects like overcrowding rural environment law income etc. Men are found to 
be more susceptible to skin infections than women. 
G.M. Buth & Isshad A. Nawchoo (1997)^ " the Ladakhi system of 
medicine is popularly known as the Amchi system. It broadly resembles the 
Ayurvedic practice. A combination of 2-5 herbs is used for treatment of 
various ailments by the Ladakhi. An Amchi is a medical practitioner. 
Bob.V (1997)^ ^ During the EL NINO year of 1997 the diarrhea caseload 
in children doubled during the worst stretches of a 16 month period of above 
average temperatures. The study was conducted for Lima. The study suspected 
a correlation between temperature and diarrohea.The historical pattern of the 
disease is also sufficient for proving the correlation. The hospital 
administration jumped about 20% higher than normal during summers and upto 
100% higher during the winters. 
Kailash Choube (1998)''^  AIDS has turned into an epidemic affecting millions 
of men & woman, children. Thailand & India have reported the largest number 
of cases of the region. The virus spreads through many ways among which 
heterogeneous-sexual activities are followed by blood transfusion, injecting 
drug users, Homosexual, spouse infected & others. According to WHO forecast 
for the decade nearly. 10-15 million new HIV infections many be expected in 
the developing countries. 
Micheline Frechette (1999)^ ^ the Labrador Keratopathy and Bietti's 
Keratopathy are kinds of degeneration characterized by a specification in the 
area of the palpepral fissure. These diseases are typical in regions with extreme 
climates. It is more frequent in the male population Of 40year and above age. 
Bietti's nodular dystrophy is also found among male adults who work out. 
Primarily reported in Italian regions along the Red Sea & in the Indian Ocean. 
Ishtiaq Ahmed (1999)^ '* In Kashmir there exist great variations in the 
prevalence of Goitre both at inter-district & intra-district level. The socio-
economic and geographical factors are also responsible for the spread of 
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Goitre. The rural unhygienic settings are more susceptible to the ailment. The 
people of Srinagar city are reported with minimum incidence rate. The Gujjars 
are the worst section of the society with enormously higher incidence rates put 
the disease has been found with less impact on Bakerwals. 
DanieLL.Marguerite (2000)^ ^ around 2/3 rd of the world's HIV/AIDS 
cases are found in the aids belt of the Sub-Saharan Africa extending from 
southern Sudan through East Africa down to South Africa over 80% of the 
HIV/AIDS infections in the region are hetero sexually transmitted and around 
15% of infections are caused by mother to child transmission. The life 
expectancy has greatly reduced & the population structure has been altered. 
Fertility has declined. The combination of increased mortality & reduced 
fertility has significantly levered the population growth rates. Dependency ratio 
and the incidence of orphan hood are rising. 
Mansell. R. P (2000)^' there is a need to integrate nature conservation 
& development in wetlands of the Sub Saharan Afi"ica, in order to avoid 
negative impacts, and for all the environmental, social & economic impacts to 
be considered in planning future water. Wet places are notably hazardous for 
health, and in their preservation there needs to be a greater awareness of their 
less benign aspects. The water borne diseases of the tropical Africa has caused 
a huge toll of life. 
Ibrahim. R (2000)^' the study in an attempt to investigate the possible 
threat of AIDS/HIV in the rural areas of Haryana which are educationally & 
economically backward. Punahana Block from Mewat has been taken as the 
area of study. There is a disproportionate increase of work force in the transport 
sector. The highest order nodal centres of trucker's populations are the places of 
highest risk. The areas which have the lowest female literacy levels record 
highest prevalence of STD/RTI. The main factors for higher prevalence of 
STD/RTI among women is due to ignorance, illiteracy &, economic 
backwardness. 
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RandalLE.P, Alam.M, Gupta.I (2000)^* despite of a high level of 
health care expenditure, the provision of health care, is not at all adequate in 
terms of quality and access. Particularly the public delivery of health care is 
poor in quality, presumably for reasons of in adequate financing. There is a 
need for alternative finances, including provision for medical insurance at a 
much wider level. 
Das.RK, Purnamita.D (2000)^' the immunisation programmes lacks 
both aspects of incentives and managemen t and this is not due to any shortage 
in the financial and physical resources devoted to it. This is also corroborated 
by the better performances of politically better managed states as compared to 
states which suffered from inept political management and instability. 
Addlakha.Renu (2000)'"' the change in the state policy from 
management and control of poliomyelitis in India to its eradication is an 
outcome of the interaction between local and global factors in international 
health. 
Ramamani.S, Sharma. A (2000)"*^  there are urban biases in the public 
spending on healthcare services. Differentials can be seen within the cities, 
particularly in the big cities, the slum population is particularly 
underprivileged. 
Sherrif.D.S and Stanley. R (2001)'*^ there is a need for an integrated, 
comprehensive approach to medical education and the promotion of a holistic 
approach to patients. Medical education in India has to focus on public health 
and the preventive health promotion and rehabilitative aspects of health care 
with less emphasis on a cure oriented approach. 
Rajeev. S (2001)'*^ the government intervention in the health care is 
believed to correct the inequalities in the dispensation of the services but, in 
practise the government decisions are biased. There is a centralisation of 
power. The decisions reflect the interests of few. 
40 
Banerjee. M (2002)'*'* the modernisation of Ayurveda has been the focus 
of both state and civil society organisations since colonial times. Its 
modernisation is governed by a 'Pharmaceutic Episteme' which focuses on 
retaining the usefulness of Ayurveda as a mere supplier of new medicines 
while dismissing its world view on the body, health and disease. 
Pant.B.L (2003)'*^  majority of the females in the Himalayan villages 
suffers from malnutrition. They suffer from various degrees of chronic energy 
deficiency (CED), nearly 42.24% of the total samples. Women have an 
additional burden of bearing and rearing children, the nutritional needs of a 
women increase significantly. Majority of the households in the study area are 
characterised by low sex ratio, deficit of females due to son preference, unequal 
treatment given to boys and girls, female infanticides etc. More than 50% of 
the women were found to be illiterate. They were unaware of their personal 
hygiene, food habits, personal sanitation etc. 
Uma.H.R (2003)'**^  HIV infection today affects about 4.8 million 
Indians, with no state free from the virus. It is one of India's most complex 
epidemics - a challenge that goes beyond public health, raising fundamental 
issues of human rights and threatening development achievements in many 
areas. It has spread in Asia mainly due to the heterosexual contact and is 
strongly influenced by gender inequality. A global coalition is needed to that 
will encourage and assist government to take bold action. It has a long term and 
profound impact on the society and economy of a nation. 
Acharya.U, Sharma.B.S, et.al. (2005-06)'*' Thalassemia is a major 
hereditary anaemia caused by an abnormality of haemoglobin synthesis. Beta 
thalasemia is the commonest hereditary hemoglobinopathy encountered in 
North India. Treatment in cases with thalassemia is centred around backed red 
cell transfusion which needs to be given at intervals of 3 - 6 weeks. The ill 
consequences of iron overload affect heart, liver & endocrinal glands. 
Panwar.M (2005)^ *^  nearly 11 million children under the age of five die 
each year from common illness and malnutrition associated with poverty. 
41 
Improving a Childs health is the first step towards the abolition of poverty. One 
of the main reasons for this pathetic condition of the malnourished children is 
the lack of government concerted effort. Healthy, educated, and socially 
accepted children can be instrumental in creating a better quality of life. 
Salim.H.M.A, Uplekar.M, Paul. D, et.al. (2006/' Bangladesh is the 
5th ranking country with a tuberculosis burden. The estimated tuberculosis 
incidence rate of 246 cases per 100,000 populations. The country adopted the 
DOTS strategy for TB control in 1993. The NCOS are playing a vital role in 
expanding the TB control programme. There is a large private health sector 
existing in both rural & urban areas. The Gram dakter (Village doctor) are the 
largest group of health care providers. It is a group comprising semi-qualified 
or unqualified allopathic practionners, drug vendors. . The involvement of 
village doctor in TB control has now become national policy in Bangladesh. 
Shargie. B.E, Morkve.O, Lindtjorn.B (2006)^" in the developing 
world many people with TB live & die without the disease ever being 
diagnosed. Ethiopia, ranks 7'*' with a high burden of TB. The government has 
launched a community, central health service initiative. The government is 
seeking help from trained medical workers. 
Ng.Nawi, Hakimi. M, Stenlund.H, Wall. S, Weinehall.L (2006)^ * the 
study undertaken in Purwarejo reveal that the rural population has a high 
burden of risk factors for non-communicable diseases. The study shows that the 
rural population is facing an increasing burden from hypertension. There is a 
transition of risk factors clustering from richer population to poorer population 
within a country. 
Bose.Ashish (2006)^ ^ primary health care of the Soliga tribes is a rare 
example of the role of equity, social justice, maximum community participation 
and empowerment of the people, in addition to the encouragement of 
indigenous and traditional system of medicine, in a successfiil community 
health programme. 
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Najafi.F, Dobson. Annette.J, Jamrozik. Konrad (2006)^ ^ heart failure 
is a disabling chronic disease and a major cause of morbidity and mortality 
among older adults. The recent years have witnessed a major decline in the 
mortality from heart failure in Australia. The decline reflects the 
epidemiological change in the heart failure population. 
The Journal of Infectious Diseases (2006)^ '* poverty and lack of 
government concern are regarded as the main reasons for the spread of blood 
borne diseases in Central China. In 1995 the government imposed a ban on the 
unofficial collection of plasma and whole blood. Increased financial support 
and legislative measures have substantially improved China's blood collection 
system. 
Chennai (2007)^ ^ the number of patients visiting the PHC's is 
increasing at a rapid pace. Funds have been allotted to 30 PHC's for upgrading 
infrastructures to enable them to provide the round the clock services. 
Counselling and testing for HIV/AIDS is offered. 
Radkar. A, Parasuraman.S (2007)^ ^ maternal mortality is strongly 
associated with rural areas and low standards of living. For these women, 
access to quality healthcare services is difficult. In general, efficient antenatal 
services would help in identifying high-risk women and providing referrals. 
Srinivasan.K, Shekhar.C (2007)^ ^ state-level of various RCH services 
are significantly higher than those at the district level. The pace of annual 
progress after 1988 in many RCH indicators is slower than before and a few 
indicators (e.g., child-immunisation) have worsened, despite the expenditure on 
the programme being doubled. Decentralisation and integration of basic 
healthcare services may not be effective unless monitored centrally and backed 
by full time health (medical/paramedical) professionals at the delivery level. 
Barua.A, Apte.H, Kumar. P (2007)^ * a majority of the unmarried 
adolescent girls in Rajasthan receive a high or medium level of care. There is 
no clear pattern by socio economic status. Regardless of their economic 
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circumstances some families seem to provide nutrition, health, and 
psychosocial care for their adolescent girls. 
Saturaman.K, Nata.D (2007)^' there is a complex relationship between 
gender discrimination and malnutrition, mediated by women empowerment and 
social status that needs to be more fully understood in south Asia, a region 
where progress in raising the nutrition levels has slowed in recent years. 
Economic and political weekly (2007/" the final report of the third 
National Family Health Survey (NFHS-3) reveals that while the fertility has 
declined and the infant mortality has also declined but, anaemia and 
malnutrition are still widespread among children and adults. 
Hammer.J, Aiyar.Y, Samji.S (2007)*' High absenteeism, low quality 
in clinical, low satisfaction levels with care and rampant corruption plague 
public health services in India. This has lead to mistrust of the system and the 
rapid growth of the private sector services. The weak voice and low 
accountability are believed to be the major constraint to effective delivery. 
Economic and Political Weekly (2007)*^ medical pluralism in India is 
the unequal power relations between different medical systems as well as 
between a provider and a receiver of healthcare. Hence in order to understand 
the dynamics of medical pluralism and to analyse current health seeking 
patterns in India, one need to trace historically the conditions under which the 
dominant medical systems emerged and also understand the social bases that 
sustain these system. 
Das. P (2007)*"' corruption has crept in everywhere, not even leaving the 
health care services. The survey conducted by the Centre of Environment and 
Food Security reveals that it was not the epidemic of cholera that was killing 
the poor tribal population but the cancer of corruption that was responsible for 
all the deaths. The administrative neglect, weak healthcare system, absence of 
safe drinking water, and non availability of employment opportunities are the 
main factors responsible for so many deaths. 
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STUDY AREA: JAIPUR CITY - A PROFILE 
Jaipur also popularly known as the pink city, historically sometimes 
rendered as Jeypore, is the capital of the Rajasthan state India. The city was 
founded in 1728 by Maharaja Sawai Jai Singh-II, the ruler of Amber. Prior to it 
Amber was the capital of the princely state of Dhundhar. Amber being situated 
amidst the hills had no room for expansion and moreover, it had the problems 
of surface and ground water availability for the growing population. Other than 
this, defense and safety of the borders was also necessary. So the establishment 
of a new city which would not only be safer but also bigger in size. On the 
southern plains beyond the Nahargarh hills was the obvious choice of Sawai Jai 
Singh to meet the ever increasing needs of the growing population. Jaipur had 
the potentialities of developing into a city with adequate drinking water and 
good drainage system. The site of the Jaipur city had vast natural reservoir of 
water in north, north-west direction and Aravallis ranges formed a natural 
barrier for safety of the city. 
Sawai Jai Singh 11 was probably the first Indian ruler to study the 
structural layout of European cities and apply the principles of 'Shilp Shastra' 
and town planning in designing a new city. Keeping in view these principles, 
the city of Jaipur was founded in 1727, although its construction started a year 
later. The city's construction was completed in 1750, today popularly known as 
"the wall city of Jaipur". Jai Singh's love for symmetry and uniformity is well 
reflected in the meticulous planning of the city. 
The city of Jaipur was planned according to the Trastara'type of layout 
based on nine grid iron pattern, which gives prominence to the cardinal 
directions. Thus "the central axis of the town was laid from east to west 
between the gates of the Sun (Surajpole) and the Moon(Chandpole)".This main 
street is 111 ft. wide joining Chandpole in the west and Surajpole in the east 
runs to a length of 2 miles and 40 yards in a straight line. 
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The two other main streets running north-south at right angles to the 
main street are the Kishanpole and Johari Bazaar, one more street crosses main 
Street at right angle in front of tripolia, known as Chaura Rasta. These roads 
divided the town into nine blocks or Chokaris, which was further sub divided 
by lanes and alleys into mohallas. The palace buildings covered two blocks, the 
town six, and the remaining ninth block was not usable on account of the steep 
hills. In all there were 407 mohallas. The wall city covers an area of 6Sq.kms, 
with regular rectangular blocks. The two has around it a masonry wall called 
'Parkota'25ft high and 9ft thick with eight gates as entry point. These gates are 
Chandpole gate, Ajmeri gate, Sanganeri gate, Ghat darwaza gate, Surajpole 
gate, Zorawarsingh gate. Char Darwaza, New Gate. Following the direction of 
Hindu 'Shilp Shastra', width of the main streets and other lanes were fixed 
.Thus the main streets of the city were 111ft wide, secondary streets 55ft in 
width. 
The city was built of pink stucco in imitation of sandstone, and is 
remarkable among pre modem Indian cities for the width and regularity of its 
streets. Jaipur is considered by many of the urbanists to be one best planned 
city. The municipal limits (64.75Sq Kms) plus Pink City (9.8Sq Kms), forms 
the total area of the Jaipur city. 
Sawai Jai Singh gave a lot of importance to Jaipur not only as an 
administrative and political unit but also as a manufacturing and trading centre. 
Markets were created on both sides of the major roads. By allocating huge 
spaces for transaction of business in the city, he made sure that it becomes a 
self sustainable business centre and attracts business from all comers. 
Adequate attention was also paid to the surroundings of the city. The 
Thikanas (feudal lords) were allotted land on the outskirts of the city. They also 
contributed their bit to the city by planting trees and maintaining huge orchards 
and greenery. All this was possible because the state took a keen interest in the 
quality of built space and strictly enforced the architectural controls as 
envisaged by the chief architect Vidhyadhar. The well planned and harmonious 
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construction of the city has made it a distinct model of town planning and 
Jaipur is incessantly admired world over for its careful designing. 
PHYSIOGRAPHY OF JAIPUR CITY 
Jaipur city located on a sandy triangular plain 'conjectured to be on a 
dried up lake' (Imperial gazetteer, 1908). The city is flanked by the Aravalli 
hills on the north and east. There are hillocks to the south and west of the city 
but they are isolated and discontinuous in formation.3 major hill ranges 
belonging to the aravalli system exist in Jaipur namely Toravati hills, situated 
west of Sabi and Banganga rivers, range starting from Sambhar lake and 
crossing over to Singhana in Jhunjhunu district, Purana ghat, Nahargarh, 
Jhalana, Amargarh hills. A large part of the area is covered by a thick mantle of 
soil, blown sand and alluvium. Sheet and gully erosion have also developed 
due to extensive deforestation and large scale quarrying. This sandy plain is 
enclosed on three sides by the ranges of hills. The eastern and north-western 
portions of this sandy plain are undulating and dissected into many rain fed 
nallas.The hills form a north eastern continuation of the Aravallis belonging to 
the oldest orogeny. The average height of these hills is about 500 mts, above 
the mean sea level. 
The wall city was planned ideally taking all environmental and 
ecological factors into consideration. It is drained ephemeral streams of which 
the Banganga is the most important one. The Banganga has been impounded 
near Jamwa Ramgarh which provides a major share to the drinking water 
supply to the Jaipur. It was on relatively high ground with gentle slope so that 
water could easily drain away from the town. The entire supply of water to the 
town was through well distributed wells. The ground water was plentiful since 
the site is located between hills. The hills then must have been rich in 
vegetation. The forest would have allowed clear water to sleep through the old 
consolidated dunes. Thus the choice of the site was appropriately made to 
ensure that the city had high sloping ground, had enough ground water and also 
other necessary supplies such as forests, pasture, land, agricultural land etc. 
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The greater part of Jaipur belongs to what has beentefRTB^^om the 
principal feature in it, the Aravalli Geological region. The rocks, which 
underline the sand, and those which crop out above it, belong to the crystalline 
and transition series, in which to the present day no fossils have been 
discovered, and consequently their age has not been determined. 
The Vindhyan rocks, from which the red sandstone of the Agra and 
Delhi forts were taken, touch them in the Hinduan district, and are posterior to 
them in age. The Vindhyan system is supposed to be older than the old red 
sandstone of Great Britain, or the Laurentain rocks. The soil is made of the 
debris of these rocks, and towards the east of alluvium, or earth deposited from 
water, and of sand blown up, it is thought, from the western seas. 
In many places the earth is covered with a saline efflorescence known as 
"reh," which is injurious to cultivation. Kankar, a concretionary carbonate of 
lime, of which Indian roads are so often made, is another product found in 
abundance in Jaipur. The lime in the kankar is of great value in agriculture. 
The oldest rocks are the schist, gneisses, migmatites and quartzite of 
pre-aravallis which are considered to be nearly 2500 million years old. These 
rocks are mostly covered under a mantle of sand and alluvium, of recent to sub-
recent age. 
Table 3.1; Geologica] Formations Met Within This Area 
Alluvium and wind blown sand 
Pegmatite and Quartz Veins Amphibolites 
Quartzites with quartz-mica Alwar 
Schist bands Series Quartzites Conglomerate 
Gametiferous-Biotite-Muscovite Schist Dolomite- limestone 
Recent 
Post Delhi 
Delhi system 
Aravalli 
system 
Source: Geological Survey of India, Jaipur 
The aravallis rocks outcrop as small isolated hillocks in the eastern part 
of the area. The Delhi quartzite forms the prominent hills immediately east and 
north of Jaipur. Amphibolites, very thin Pegmatite and quartz veins are noticed 
intruding into Aravalli and Delhi rocks at many places. A variety of mineral 
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deposits are found here a lot to the state revenue every year. These include 
China clay, copper, Dolomite, Iron, Limestone, Silica Sand, Soapstone. 
Climate 
The climate of the city is dry and healthy and is subject to extremities of 
cold and heat during winters and summers respectively, due to proximity to the 
Thar Desert. 
Climatically Jaipur City is in the semi arid zone of India. It experiences 
a continental type of climate owing to its proximity to and it being inland. The 
climate of the Jaipur city is characterized as being extreme i.e. hot and humid 
summers and chilly winters. Its main characteristics are high temperature, low 
rainfall and low relative humidity. The temperature in this region ranges from 
3° Celsius to 48° Celsius, i.e. in winter the region is gripped by cold while in 
summers hot winds, "the dreaded LOO of the desert" blow in the month of may 
and June. The wind speed is highest during the month of May and it blows in a 
northwest direction. The relative humidity is highest in august and lowest 
during January. 
The mean maximum and minimum temperature during summers is 45 d 
c and 25.8dc respectively, whereas, for winters its 22 "Celsius and 8.3 °Celsius 
respectively. The average annual rainfall is 62cms which is higher than the 
annual average rainfall of 54cms for Rajasthan as a whole. 
Soil 
A major part of the Jaipur city region is covered with thick mantle of 
soil, wind blown sand and alluvium. The soil is associated with the aravalli 
range. They are of arid region with clay accumulation formed recently. 
Vegetation 
The slopes of the hills are covered with a growth of xerophytic and 
mesophytic plants, consisting mostly of thorny bushes and shrubs. In the 
reserved forest patches, however, such trees as Sal, Bamboo and Thor are 
noticed. In the plain very scanty growth of vegetation is seen.60% of land is 
devoted to agriculture, 10 percent to forests. The forest cover is constantly 
declining. 
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DEMOGRAPHY OF JAIPUR 
The city of Jaipur, experiencing the phenomenon of growing 
urbanization, has been incessantly stretching its municipal limits to house its 
multiplying population. Jaipur, founded on 18* November 1727A.D, was built 
for a population of 150,000 and its area was 3 Sq miles. When the city was 
built it had a population of 40,000.when the first official census was taken in 
India the city of Jaipur recorded a population of only 142,000.1ater with the 
increase in the population the municipal limits of the city also underwent an 
increase. Jaipur urban agglomeration (UA) included Jaipur municipal council 
(M.Cl), Sanganer Municipality and Amber Notified Area Committee (NAC) 
till 1991 and these were considered separate units. As per census 2001, Jaipur 
municipal was upgraded to the status of Jaipur Municipal Corporation. 
Jurisdictional boundaries of Jaipur Municipal Corporation now include 
Jaipur municipal council, Sanganer municipality and amber notified area 
committee of 1991 and 93revenue villages. These units are no more separate 
units now, from census 2001. Thus the area of Jaipur Municipal Corporation 
has increased from 200.40 Sq Kms in 1991 to 484.63 Sq. kms in 2001. 
Table 3.2 
Year 
1901 
1911 
1921 
1931 
1941 
1951 
1961 
1971 
1981 
1991 
2001 
,: Growth 
Area in 
sq. km. 
NA 
NA 
NA 
NA 
NA 
NA 
104.40 
258.57 
210.09 
218.26 
484.64 
1 of Population in Jaipi 
Persons 
160,167 
137,098 
123,896 
148,755 
180,940 
304,380 
410,376 
636,768 
1,015,160 
1,518,235 
2,322,575 
Males 
83,854 
70,846 
66,470 
80,560 
96,186 
160,471 
221,118 
342,836 
545,462 
812,589 
1,239,711 
ur Urban Agglomeration (2001) 
Females 
76,313 
66,252 
57,426 
68,195 
84,754 
143,909 
189,258 
293,932 
469,698 
705,646 
1,084,608 
Decade 
Variation 
(%) 
-
-14.40 
-9.63 
20.06 
21.64 
68.22 
34.82 
55.17 
59.42 
49.56 
59.37 
Decade 
variation 
-
-23,069 
-13,202 
24,859 
32,185 
12,344 
105,996 
226,392 
378,392 
503,075 
806,084 
NA= Not Available 
Sources: Census of Rajasthan, 2001 
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Ward-Wise Population Distribution of Jaipur City (2001) 
N 
Map of Jaipur 
WalledCity 
Fig: 3.2 
Z-score 
^ High 
^ H Medium 
EH Low 
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Year 
1901 
1911 
1921 
1931 
1941 
1951 
1961 
1971 
1981 
1991 
2001 
Table 3.3: Growth of Population in Jaipur City (2001) 
Status of 
town 
-
-
-
-
-
-
Municipality 
Municipality 
Municipality 
Municipal* 
Municipal* 
Area 
insq. 
km. 
64.75 
206.06 
181.23 
200.40 
484.64 
Persons 
160,167 
137,098 
120,207 
144,179 
175,810 
291,130 
403,444 
615,258 
977,165 
1,458,483 
2,324,319 
Decade 
Variation 
-
-23,069 
-16,891 
+23,972 
+31,631 
+115,320 
+112,314 
+211,814 
+361,907 
+481,318 
+865,836 
Decade 
Variation 
(%) 
-
-14.40 
-12.32 
+19.94 
+21.94 
+65.59 
+38.58 
+52.50 
+58.82 
+49.26 
+59.36 
Males 
83,854 
70,846 
64,382 
77,933 
93,479 
153,631 
217,422 
331,400 
525,180 
780,841 
1,239,711 
Females 
76,313 
66,252 
55,825 
66,246 
82,331 
137,499 
186,022 
283,858 
451,985 
677,642 
1,084,608 
Note: *Council 
Source: Census of Rajasthan, 2001. 
Year 
1951 
1961 
1971 
1981 
1991 
Ta 
Status of 
town 
-
-
Census town 
Municipality 
Municipality 
)le 3.4: Growtli of Population in Sanganer 
Area in sq. 
kms. 
Declassified 
12.86 
12.86 
12.86 
Persons 
6,843 
Declassified 
11,617 
21,941 
36,463 
Males 
3,464 
6,170 
11,884 
19,537 
Females 
3,379 
5,447 
10,057 
16,96 
(2001) 
Decade 
Variation 
-
Declassified 
-
10,324 
14,522 
Decade 
Variation 
(%) 
-
-
88.87 
66.19 
Sources: Census of Rajasthan, 2001. 
Year 
1921 
1931 
1941 
1951 
1961 
1971 
1981 
1991 
Tab 
Status of 
Town 
-
-
-
-
Municipality 
Municipality 
NAC 
NAC 
e 3.5: Growth of Population in Amber (2001) 
Area in 
sq. kms. 
39.65 
39.65 
16.00 
5.00 
Persons 
3,698 
4,576 
5,130 
6,407 
6,932 
9,893 
16,054 
23,289 
Males 
2,088 
2,627 
2,707 
3,376 
3,696 
5,266 
8,398 
12,211 
Females 
1,601 
1,949 
2,432 
3,031 
3,236 
4,627 
7,656 
11,078 
Decade 
Variation 
-
887 
554 
1,277 
525 
2,961 
6,161 
7,235 
Decade 
Variation 
(%) 
-
24.04 
12.11 
24..89 
8.19 
42.71 
62.28 
45.07 
Source: Census of Rajasthan, 2001. 
The city of Jaipur ranks seventh with a population of 2,324,319 in 
capital cities of India. The data of the above table reveals that the population 
recorded a decrease from 1901 to 1921 for Jaipur urban agglomeration. This 
was mainly due to the fatal influenza epidemic that pervaded the city in that 
period. 1921 is considered as the year of 'Great Divide' for the whole country 
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as the population recorded a decreasing trend in that particular decade. The 
decrease in the population was compensated in next decade with an increase of 
20.06% in Jaipur U.A and 19.94 % in Jaipur. The decade of 1951 registered an 
exceptional rise in population an increase of 68.22% in Jaipur UA and 65.59% 
in Jaipur. This was primarily due to the influx of the refugees from Pakistan. 
Since then population of Jaipur has been rapidly increasing due to natural 
population growth and constant flow of immigrants. Jaipur became the capital 
of Rajasthan on 30 march 1949. Consequently, scores of the government 
departments and agencies were shifted to Jaipur city. A capital city provides 
numerous facilities, industrial areas and new employment opportunities and 
thus Jaipur city witnessed an increase of 55.17% and 59.42 % growth in 1971 
and 1981 respectively. In 1991 and 2001 the population of Jaipur UA again 
increased by 49.56% and 59.37% respectively, owing to its powerful nature 
compared to other parts of the country. Disturbances in various parts of India 
like Bihar, Jammu & Kashmir, UP, Punjab, Andhra Pradesh, West Bengal, 
Gujarat etc, compelled Marwaries &other people to come back towards house 
and move towards peaceful states, most preferably Rajasthan. Jaipur being the 
capital city attracts immigrants hence, people from Delhi, Haryana, M.P, 
Kerala and Maharashtra also come here in search of new jobs. As per 1991 
census figures 29.15 % people of total population were migrants I JMC and 
30% of the total migrants were from other states mostly UP. 
Population Density 
As per census 2001, density of population in Jaipur Municipal 
Corporation is 4,796 persons/Sq Km .This figure has declined from 6,956 
persons/Sq Kms. As per census of 1991, because area of JMC has increased 
from 200.40 Sq Kms in 1991 to 484.64 Sq Kms in 2001 with the inclusion 
Amber and Sanganer municipalities and 93 revenue villages. Originally, the 
city of Jaipur (wall city) was confined to 6 Sq Kms. and now its jurisdictional 
boundaries have expanded to 484.64 Sq Kms, approximately 81 times increases 
in the area. Jurisdictional boundaries have expanded to 484.64 Sq Kms, 
approximately 81 times increases in the area. 
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Sex Ratio 
Sex ratio is the number of female's % 1000 males. Number of females 
per one thousand males i.e. sex ratio in JMC is very low i.e. 875 in 2001, 
compared to Rajasthan (922) and all India (933). The sex ratio in Jaipur city 
has been below 900 in the history of the city. The sex ratio in the walled city in 
1991 - 2001 has been higher than rest of JMC area. In the JMC area the sex 
ratio shows an improvement from 868 female in 1991 to 876 female per 1000 
males in 2001. The sex ratio of the city is lower than the state and the national 
average. 
Literacy Rate 
The number of literates in the city has grown from 58.5 per cent in 1991 
to 66.2 per cent in 2001, which is above the national average of 65.4 per cent. 
The city level figures higher than the corresponding state level data, which in 
1991 was only 38.5 per cent and 49 per cent in 2001. The walled city has a 
lower literacy than the rest of the JMC area. The literacy rate was only 51.65 
per cent in 1991 in the walled city whereas for the rest of the city it was 55.3 
per cent. The gap widened in 2001 when the literacy rate of the walled city rose 
to 75 per cent. 
Table 3.6: Literacy Rate in Jaipur Municipal Corporation 
Literacy Rates (% 
Persons 
78.68 
Males 
75 
Females 
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Source: Census of Rajasthan, 2001. 
Comparative analysis of male, female literacy rate reveals more per cent 
of male are literate than female. The 2001 figure shows that only 36.5 per cent 
females were literate in the walled city. Jaipur has higher female literates than 
the state and national average. In JMC, total number of literates is 1,560,449 
persons, of which 920,693 are males and639, 756 females, whereas the total 
population is 2,324,319 in 2001. The rates reveal a healthy picture of literacy 
levels in the capital city. 
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Ward-wise Literacy level of Jaipiu- City (2001) 
N 
K M High I B 
Medium H 
Low d ] 
Fig: 3.3 
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INDUSTRIAL DEVELOPMENT IN JAIPUR 
Jaipur district is a centre for both modem and traditional industry. 
Acetylene gas , ACSR (aluminium conductor steel reinforced) cables, ball 
bearings, bottling of LPG, ceramics, pottery, cold roll strips, corrugated boxes, 
deoiled cakes, dyeing and printing, edible oil, engraving on brass items ,gems 
and jewellery ,marble status, marble tiles and slabs Jaipur is noted for the skills 
of its artisans and the beautiful work they turn out. since the foundation of the 
city , the ruling chiefs had given great encouragement to the arts and industries 
and Jaipur ranked first among the states of Rajputana and central India for the 
variety and excellence of its products , most of which exist even today. 
After independence, Jaipur gained the capital seat of Rajasthan state, 
which gave momentum to industrial development of the city. Several industrial 
areas were established in and around the city to meet the increasing demands of 
the population and urban activities. Tiny cottage, small scale and large scale 
industries developed with advance government assistance and infrastructure 
facilities in the capital. Industrial climate and economic facilities like industrial 
estates and areas, transport and communication, water supply, power, finance 
etc, where made available for rapid development of the industries. 
Jaipur is not only highly industrialized district with more than 10 per 
cent large/medium industrial units of total large/medium industrial units of 
Rajasthan, it tops with maximum number of SSI's in the state, with 25,765 
units up to March 200I.Jaipur district has over one third registered industrial 
establishment of the total in Rajasthan. 
Jaipur is only important industrial city that has a number of industrial 
units of various types. Jaipur spinning and weaving mills Ltd., Capstan Meters 
Company, Jaipur metals and electrical Ltd., Man industrial corporation, 
national engineering company, Jaipur synthetics Ltd., loco workshop, Kamani 
engineering corporation. Modem bakeries India Ltd., are some of the large 
scale industries situated in Jaipur. 
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Mostly leather, wood-products, food products, non-metallic minerals, 
metal products, repairing and services, chemical, paper and printing, rubber and 
plastic, basic metal products, textile and readymade garments, engineering, 
electrical, gems and jewellery etc., based industries are found in Jaipur. There 
are many industrial areas which have emerged in and around the Jaipur city. 
The development of industrial areas in the city is mainly undertaken by RIICO, 
Sudarshanpura, 22 godowns industrial areas were already into existence. In 
1969, RIICO came into existence and started to develop various industrial areas 
in Jaipur at many locations. Vishwakarma Industrial Area (VKIA), MaJviya 
Industrial Area (MIA), Mansarovar-Sanganer, Sitapura and various extensions 
to industrial areas are few of them. Industrial areas outside Jaipur city wee also 
developed by the RIICO. There are nearly 12 major industrial regions in the 
city. Besides these industrial areas, many industries are situated in Jaipur city. 
Large numbers of unregistered units are also in operation in the city. The 
government has promoted the SSI sector with several reservations, concessions 
and facilities or arguments that it creates more jobs and help in industrial 
dispersal. According to the Master Plan of the Jaipur city for 1991, the city of 
Jaipur has experienced a growth of industries, especially in the two decades 
between 1961-81.Under the registered SSIs, the share of food and textile have 
recorded maximum growth between 60 to 66 % during 1986 to 1991 alone. 
Household industries manufacturing goods on household basis such as stone 
cutting and polishing, 'lac' work, gota and embroidery art, sculptures etc., have 
always played an important role not only in providing employment and growth 
of economy but also in maintaining the traditional art and culture of the city. 
TRANSPORTATION LINKAGES 
Jaipur is very well linked by roads, railways, airways to the rest of the 
country. Jaipur city is situated on an important National Highway namely NH-8 
running from Delhi to Bombay starting from Agra passes through Jaipur and 
intersects NH-8 atJaipur.NH-12 starts from Jaipur leading to Jabalpur. The 
Delhi-Jaipur, Jaipur-Agra, and Jaipur -Tonk highways and railway lines pass 
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through the area connecting these localities with Jaipur. Apart from these major 
roads, several tracks criss- cross the area and many of them are motorable 
during the dry season. Express highways are a new look of Jaipur. 
Jaipur lies at a distance of 272 kms. from Delhi, 225 kms. from Agra, 
340 kms from Jodhpur, 261 kms from Kota, 132 kms. from Ajmer and 420 kms 
from Udaipur. 
The road network that was planned and built during the period of Sawai 
Jai Singh serves the walled city area, based on the grid pattern of roads 
according to the ancient Indian treatise on architecture. To serve the population 
and other activities located outside the walled city area, the road network has 
been extended, new flyovers have been made to ease the ever increasing traffic 
pressure. The network consists of Jawaharlal Nehru Marg and Sawai Ram 
Singh Marg or Tonk Road in the south; Vidhyadhar Marg, Nirman Marg and 
Sikar road in the North; Ajmer Road, Khatipura Road and Jothwara Road in the 
west; and Agra Road in the east. Plans for Ring Road are also initiated for 
Jaipur. BOAT (build, operate and fransfer) system is also working to upgrade 
the road network. 
Travel needs in the city are catered to by a variety of modes of transport 
in the form of busses operated by Rajasthan State Road Transport Corporation 
(RSRTC); mini busses run by private operators; jeep; auto rickshaws, vikram 
(tempo), car taxi, phone in taxi and cycle rickshaws as intermediary public 
transport and personal modes. The RSRTC operates a fleet of about 700 buses 
for catering to travel needs of the city. RSRTC operates bus services for 
different regions of the state itself and other parts of the various States viz. U.P, 
Uttaranchal, Haryana, Punjab, M.P, Gujarat, and Delhi etc. 
Jaipur serves as head quarters of the north-western railways Railway 
zone. Jaipur is directly connected to all the major cities of the country, viz 
Delhi, Mumbai, Calcutta, Chennai, Bangalore, Hyderabad, Jammu, 
Ahmedabad, Amritsar, Bareily, Varanasi, Indore, Emakulam etc. 
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Jaipur is connected with regular air service from main cities of India. 
Since Jaipur forms an important tourist place and is a part of the golden triangle 
(Delhi-Jaipur-Agra), its international importance is a lot. To bring Jaipur on the 
international air route, Sanganer aerodrome is developing with more amenities 
to match the standards and in future it may get the status of an international 
airport. Presently it is working as 'transit point' for long distance travels and 
charter services are available from different parts of the world. It is also 
becoming a substitute for Delhi's congested airport. Other than Indian Airlines 
and Air India, Jet Airways and Sahara Airlines are also providing air services at 
Jaipur, 
WATER SUPPLY 
Water supply system has evolved through several sources in Jaipur since 
its foundation. For the first public distribution of drinking water, Sawai Jai 
Singh 11 honoured his Desh-Diwan and Engineer-in-chief, Vidhyadhar, for 
bringing Dravyawati River stream-or Amanisha ka nala to Jaipur by building a 
masonry dam on it- to store water and bring it to the city .From there a canal 
was dug that emptied into the Kaccha Bandha at Nahari ka Naka. From there, 
water was raised into the Saraswati kund. Excess water flowed through the 
channel into the talkatora tank (now dried up) and from there into the mansagar 
lake (presently known as Jal Mahal Lake). 
Another aqueduct fed the canal, which ran through the middle of the city 
and it was a covered canal. The two chaupars of Jaipur were in fact, water 
reservoirs (Baoris) until the 1860s. Later in 1864, these water reservoirs 
(Baoris) became useless with introduction of pipeline and were buried in 1868 
as a famine relief programme and (instead) beautiful red sandstone fountains 
introduced in 1890, the baoris were fully buried and the fountains also 
underwent structural changes. 
12-inch cast iron pipes were laid down for water supply system. 
Distributory lines were laid on main roads and public taps were attached at 
each comer of the sub lanes for the public. Other than canals wells also served 
the purpose of water supply till 1873. These old wells are either buried or filled 
with garbage as they have already dried up. 
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Water pipelines supplied water from Amanisha ka Nala with a capacity 
of 45 lac liters/day till 1931. Taps were introduced in the city for facilitating 
poor people with water supply. In 1931, the water supply system was 
connected to the Ramgarh dam. Ramgarh dam was founded on 30* December 
1897 by the then maharaja, Sawai Madho Singh on Banganga River. The 
construction lasted for 6 years and its cost was Rs.5, 84,563.In 1903, the dam 
was completely built with the catchment area of 760 Sq.kms.,with a capacity of 
2,650 MCFT and filling capacity of 65 feet.90 lac litre/day water was supplied 
in 1931 from ramgarh reservoir. This increased with the growth of population 
and aerial expansion within and outside the walled city .The water supply 
increased to 270 lac litre/day, which again increased to 540 lac liters/day in 
1963. 
Bhishti, carrying mashq (a big leather water bag) and Mehra were also a 
part of water supply in wall city till 1960s and 1970s.Outer areas of the wall 
city depended on their own methods of water supply since 1960, such as wells 
etc. Later on in 1990 the Ramgarh dam dried up for the first time due to 
different anicuts in the Banganga River and illegal encroachment of land in its 
catchment area. Subsequently the dam dried up completely in 2003 and no 
water could be supplied from it. Presently Jaipur is using ground water reserves 
for its consumption. Public Health Engineering Department 
(PHED) is the main body responsible for supply of water. The present 
requirement is 3200 lac litre water per day. Tube wells and hand pumps are 
pumping out ground water from the city Cooperative societies, unauthorized 
societies have their own arrangements in the form of tube wells. Public water 
supply is also completely based on ground water. 
Some colonies followed the JDA self financed schemes for water supply 
by digging a common tube well for their locality. As per PHED, water supply 
scheme in Jaipur will be done through the Bisalpur dam in the year 2007. The 
following table shows the distribution of households by sources of drinking 
water and its location. 
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Table 3.7: Distribution of Households in Jaipur Municipal Corporation, 
by Sources of Drinking Water 
Location 
JMC 
Total 
Within 
Premise 
Near 
premise 
Away 
No. 
of 
Household 
375,021 
301,560 
49,225 
24,236 
Tap 
307,365 
277,053 
23,544 
6,768 
Hand 
Pumps 
23,216 
3,053 
12,511 
7,652 
Tube-
Well 
24,574 
16,470 
4,782 
3,322 
Wells 
13,20 
4,291 
5,915 
3,084 
Tank/ 
Lake/ 
Pond 
988 
242 
454 
292 
River/ 
Canal 
31 
0 
17 
14 
Spring 
232 
0 
226 
6 
Others 
5,325 
451 
1,776 
3,098 
Sources: Census of Rajasthan, 2001 
As per the above table 81.95 per cent household use tap as the source of 
drinking water. Tube well and hand pumps collectively account for 12.74 per 
cent household to supply drinking water. 3.5 per cent households depend on 
well and rest 1.5 per cent on river/canal/spring or any other sources. Out of the 
total household 80.41 per cent households are within the premises of Jaipur 
Municipal Corporation. 91.8 per cent households within the premises of JMC, 
depends on tap for drinking water and 6.5 5 on hand pumps and tube well 
collectively. 
Housing 
The Jaipur city, like most other Indian cities, is experiencing a rapid 
increase in the population and therefore, its residential area is continuously 
expanding to accommodate the accelerating demand for greater housing 
facilities. 
Table 3.8: Use of Occupied Houses 
1 
2 
3 
4 
5 
6 
7 
g 
9 
Total occupied census houses 
Residence 
Residence-cum-other uses 
Shop office 
School, College etc. 
Hotel, Lodge, Guest House etc. 
Hospital, Dispensary etc. 
Factory, Workshop, Work Shed etc 
Place of workshop 
Other non- residential use 
474,751 
355,604 
15,588 
72,992 
2,016 
975 
1,307 
7,75 2 
3,664 
14,853 
Source: Census of Rajasthan, 2001. 
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In 1921, there wee 27,029 houses in the wall city. This number 
increased to 74,257 in 1961, owing to different reasons such as migration of 
refugees, terrorism affected people, capital status of the city, new employment 
opportunities etc. 
Table 3.9 shows the use of occupied census houses. In Jaipur, lots of 
housing finance agencies are working successfully and credit is easily available 
on low interest rates and terms/conditions. Housing facilities include facilities 
of kitchen, bathroom, latrine, assets like radio, TV, etc. 
Sewerage and Drainage 
In 1930, sewerage system was introduced for waste water drainage of 
southern part of the city. Nala Brahmpuri, Ganda nala Kartarpura ka nala, 
Amanisha ka nala, Jawahar Nagar ka nala are some examples of waste water 
drains existed in old times. 
According to Master Plan of Jaipur 2011, "In case of Jaipur the 
sewerage is available in Wall City and housing colonies developed by Housing 
Board and some JDA colonies only. Over 400 approved housing co-operative 
colonies, about 175 kacchi basties, old colonies and several unauthorized 
colonies in the city were not possessing sewerage system till 1999". 
Self financed schemes are also introduced for internal sewerage 
system for various colonies. Lying down of sewer lines is on progress. 
Presently, the sewer lines discharge wastewater of north zone of the wall city in 
Jal Mahal Lake. This has posed many environmental problems in Jal Mahal. 
The sewer lines of southern zone of the Wall City and outer areas i.e. about 
three -fourth area of Jaipur are connected to newly constructed outfall, 17 Kms 
away fi-om Jaipur city at Dahlawas village. In millennium 2000 JDA and 
PHED prepared this comprehensive sewerage system for the Jaipur city. 
This outfall is connected with the nala Kartarpura and Nala Amanishah. The 
sewer lines of Ramganj, Bari Chaupar, Tripolia Bazaar, Choti Chaupar and 
Chandpole Bazaar- areas of the Wall City and that of Adarsh Nagar, Gandhi 
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Nagar, Sethi Colony and its nearby areas, Barkat Nagar, Sahkar Marg, Raja 
park, Lai Kothi, Bajaj Nagar, Mahesh Nagar, Durgapura, Mansarovar, Indira 
Bazaar, Bapu Bazaar, Nehru Bazaar and its nearby areas, M.I. road and other 
areas are connected with the outfall. 
This outfall passes through Sahkar Marg, Lakshmi Mandir Railway 
crossing, Barkat Nagar, Gopalpura bye- pass, Mahavir Nagar 1, Food 
Corporation of India Godown's backyard, Durgapura Agriculture Research 
centre, front of Ashram road, Tonk road, Sanganer cross and Kumbha Marg of 
Pratap Nagar to reach at Dehlawas. 
The cost of this outfall was borne by JDA, PHED, JMC- each Rs. 4.45 
crore and Rs 3.70 crore by RHB, The total cost was Rs 17.05 crore. 
Medical and Health facilities 
The medical and health department of the city is working towards 
control and eradication of infectious and other diseases and for providing 
curative and preventive services to the people. The major aim of the Medical 
and health services are provided through a network of government and private 
institutions at various levels. The state government is providing medical and 
health services in the Jaipur city through its various organizations, through a 
network of hospitals, including special hospitals for tuberculosis and chest, 
leprosy, mahila chikitsalya etc. The medical needs of the residents are fulfilled 
in association with private organizations. The health system of the city works 
on the basis of PPP model (Public-Private Partnership). The private sector is 
also rendering medical and health services to the city population. The private 
hospitals are mushrooming up at a very rapid pace. 
The Apex Centre of Medical and Health Services in Jaipur is Sawai Man 
Singh (SMS) Hospital and Medical College. It serves the medical needs of the 
residents of the city as well as of the patients from the adjoining areas. There 
are 6 hospitals attached to the SMS medical college. The traditional system of 
medicine and therapies through a network of hospitals comprising Ayurveda, 
homeopathic, Greek, naturopathic hospitals under the aegis of the department 
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of Ayurveda are established. It provides free medical facilities and medicine to 
the poor. The staff also contributes towards the successful implementation of 
various health care programmes of national significance such pulse polio, 
family welfare programmes and conducting medical examinations, etc. The 
government has also introduced the "Employees Self Insurance Scheme" under 
this medical facilities are provided to the industrial laborers and their families 
through a wide network of allopathic and homeopathic hospitals and 
dispensaries including ESI hospitals (7) at Jaipur. 
In Jaipur, as per census 2001, 25 government hospitals and 182 private 
hospitals and 600 consultation clinics are present. These include hospitals for 
specific sections of population such as military hospital, railway hospital; as 
well as hospitals for specialized treatment such as Bhagwan Mahavir Cancer 
Research Centre (BMCRC), etc. Nursing Homes, Satellite Hospitals (5), 
Government Dispensaries (28), ESI (7), Aid Posts (2), CGHS Dispensaries (7), 
jail hospital, railway hospital, military hospital etc are also operating in 
different parts of the city. As per census 2001, a total of 1,307 hospitals, 
nursing homes, dispensaries etc are providing services to the city. Other than 
hospitals, a range of subordinate medical facilities such as blood banks, 
medical shops, health clubs, medical testing laboratories and research centers, 
insurance companies, etc. are working actively in the city. Jaipur is also known 
for its famous "Jaipur Foot", developed by Dr P.K.Sethi. This is an artificial 
limb made of indigenous material that is cheap, durable and effective, hence 
within the reach of common man. A voluntary organization "Mahavir Viklang 
Sahayata Samiti" is working for the rehabilitation of thousands of people by 
providing the Jaipur Foot. 
Special measures have been taken to enhance and increase the facilities 
at the government hospitals. For increasing the diagnostic capabilities of 
hospitals associated with the medical colleges, MRI, special scan machines 
have been established in medical college Jaipur through private sector under 
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PPP model. There is a proposed plan to establish a 300 bedded Manas Arogya 
Sadan Hospital at Jaipur to release the pressure of Sawai Man Singh Hospital. 
Several schemes have been implemented for the welfare of the people 
living below "poverty line". These are 
(a). CM's Jeevan Raksha Kosh: this was launched in the year 1997-
2000. It provides financial assistance to those living below poverty line who 
are affected by serious illness so that they can be treated in government 
hospitals. Diseases which can not be treated in government hospitals of 
Rajasthan, in such cases aid is provided by All India Institute of Medical 
Sciences (AIIMS). 
(b). Medicare Relief Card: launched in 1999, this scheme provides 
medical cards to the families living below poverty line to avail medical 
facilities. To provide the citizens with latest health detection and treatment 
facilities. In the beginning a total of 55 Rajasthan Medicare Relief Societies in 
all hospitals relating to the medical colleges and the district hospitals. Societies 
in district hospitals have less than 100 beds and in social health center, so that 
the citizens of the state can have treatment and specialist care at cheaper rates. 
Medicare Relief Societies were established at the hospitals having about 30 
beds. 
(c) National Leprosy Eradication Program: The National Leprosy 
Eradication Program was started in the state of Rajasthan with the aid of the 
central government in the year 1970-71. Presently, this program is being 
carried out by the state and the central government working unanimous. Cure 
leprosy at its initial stage to assure that its further spread is prevented. Proper 
and regular medication to the citizens in order to make the patients beneficial 
citizens of the society by curing the disabilities. Spreading education so as to 
remove any misconceptions regarding the disease in the society. 
An urban leprosy center has been established in Jaipur. A 20 bedded 
leprosy ward has been setup in hospital affiliated to the medical college. 
Leprosy hospital of the Jaipur city is helping to rehabilitate the affected ones. 
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((d).Revised National Tuberculosis Control Program: With the aid of 
the World Bank, technical guidance of the World Health Organization and in 
collaboration with the TB department of India under the Revised national 
Tuberculosis Control Program a procedure named as directly observation 
treatment short (DOTS) was started as pilot project in the year 1995 at Jaipur 
.Under this a patient has to take anti TB medication under doctors observation 
for 6-8 months. 
(e). National Anti Malaria Program : In view to make anti malaria 
program more effective and progressive the anti malaria program of the year 
2001 was revised and implemented for the year 2002.under this scheme all the 
activities of pertaining to anti malaria have been time bound and scheduled 
from state level to sub health centers. 
The private sector has emerged out to be more capable of providing 
health services to the masses. 
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CHAPTER - 4 
DETERMINANTS OF HEALTH INFRASTRUCTURE AND 
CLASSIFICATION OF DISEASES 
Good health depends on three aspects, the outer environment (habitat), 
the style of life(habits), and health care. Health is a multifaceted concept. It 
does not rest merely on the absence of disease but the fulfillment of a whole 
range of personal, psychological, mental, social and even moral goals. WHO 
(1992) Health "a state of complete physical, mental and social well being and 
not merely absence of disease or infirmity"*. 
Good health is an important contributor to productivity and economic 
growth, but it is first and foremost, an end in itself. Social and Economics 
inequalities give birth to inequalities in health. Healthy human being is an 
important asset of the nation and the society. Ill health adversely affects the 
society as well as the economic development of a nation as a whole. Human 
being is the most important of all the resources of a nation. Being the second 
most populous country just after China, it becomes all the more important. 
Although the country is rich in human resource the quality of this resource is 
not at all good. A vast majority of population suffers from innumerable 
ailments. Although with the technological advancements many of the disease 
have been eradicated yet the problem persists. 
In a poor country like India, the only asset most people have is there 
bodies health assumes even greater significance. Good health and its natural 
corollary defense against illness is fundamental to every man, women and 
child, not only for their well being but for their very well being. Attainment of 
sound Health is the right of every human being and the duty of the state to 
provide its citizens. The concept of 'health' is not the fundamental right of the 
citizens but it is well stated in the Directive Principle of the State Policy. It is 
the duty of the state to provide medical care to its people. The Constitution of 
India aims at the elimination of poverty, ignorance and ill-health and directs the 
State to regard the raising of the level of nutrition and the standard of living of 
its people and the improvement of public health as among its primary duties. 
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securing the health and strength of workers, men and women, specially 
ensuring that children are given opportunities and faciliti^j^lpv^d^i^^lnf^^ 
healthy manner. / - /'^Svr L/ % 5U 
Parameters to study the health care facilities -S.-v. 
Health care is the prevention, treatment, and managemerit==G£illijessrafld 
the preservation of mental and physical well being through the services offered 
by the medical, nursing, and allied health professions. Health care embraces all 
the goods and services designed to promote health, including "preventive, 
curative and palliative interventions, whether directed to individuals or to 
populations" (WHO)l 
The efficiency of human resource depends mainly on the quality of 
human health. Good quality citizens help in building a strong nation. The 
health care facilities can be studied under two broad categories. 
The Manpower Resource; this category includes the manpower involved 
in the dispensation of services to the people, e.g. doctors, nurses, ANM, 
trained dais, and other paramedical staff and the Physical Facilities; this 
category includes hospitals (public, private), PHC'S, aid posts, mother and 
child care centers, dispensaries, beds etc. This study is undertaken to study both 
the aspects of services. 
Distribution of hospitals and Dispensaries in Jaipur city 
The word hospital originated from a Latin word "Hospes", which means 
a guest and also host. It has been used to mean charitable institution for 
housing, maintenance and care of the handicapped person^. It was only in the 
18^ centaury a new type of hospital system especially for the treatment of the 
sick. These days the main function of the hospitals is to serve the whole 
community and offer facilities for the promotion of health, prevention and 
treatment of all diseases. The medical college and the hospitals attached to it 
provide education and training to health workers and other researchers. It 
provides proper diagnostic and supporting services to the indoor as well as 
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outdoor patients. The function of the hospitals is therefore of restoration, 
prevention, education, and research. The type and services available in a 
hospital depends upon the population it has to serve. Being the state capital 
Jaipur caters to the medical and health needs of the people in a big way, 
through a good network of hospitals. Table 4.1 shows the distribution of the 
Government Hospitals in Jaipur City .There are around 9 major hospitals and 5 
satellite hospitals in the city. The Satellite hospitals are established to release 
the pressure on the big hospitals. SMS is the district hospital in the city. It has a 
very large sphere of influence. People from the other parts of the state also 
move in to take the benefits. There are 6 hospitals attached to the SMS Medical 
College the hospital has expanded its services and has set up the Zanana 
hospital and Mahila Chikitsalya, generally dealing with the cases of deliveries 
and some facilities of anti- natal and post natal care. There are special hospitals 
for treating T.B and other Chest Ailments, Psychiatric centre, Infectious 
Diseases Hospital, Leprosy Hospital. During the last few years it has been 
observed that the people have developed much faith in the yogic and natural 
treatment for various ailments. There is a state run naturopathy centre. This 
center has already gained national recognition for its achievements. 
Table: 4.1: Government Hospitals and Number of Patients Treated in 
Jaipur City (2007) 
1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
Total 
Source: 
Name of the Hospital 
SMS Hospital 
Zanana Hospital 
Mahila Chikitsalya 
Central Jail Hospital 
TB Hospital 
Police Line Hospital 
Sir Padampat Mother and Child Care 
Mental Hospital 
Mobile Hospital 
Leprosy Hospital 
Sattelite Hospital Sethi Colony 
Satellite Hospital, Bani Park 
Rukmani Devi Jaipuria 
Shree Haribaksh Kamwatia 
Directorate of Medical and Health, Govei 
Beds 
1722 
416 
176 
36 
290 
10 
319 
280 
50 
40 
50 
50 
100 
150 
3689 
•nmentof 
Patients 
Indoor 
661793 
199568 
29127 
6134 
3131 
NA 
NA 
64622 
-
3457 
8940 
7022 
20727 
15856 
1020377 
lajasthan, Ji 
Out 
1091885 
14760 
86173 
43843 
55362 
NA 
NA 
54634 
94500 
9068 
125460 
127191 
180097 
303013 
2185986 
lipur City 
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Distribution of Government Dispensaries in Jaipur city 
A smaller unit which provides health care services to the patients is the 
dispensary. The dispensaries are set up in order to decentralize medical 
services and spatially distribute medically services. All the dispensaries do not 
have facilities for the indoor patients. Table 4.2 gives an idea about the 
distribution of government dispensarise in the different ward of the Jaipur 
City. There are near about 33 government dispensaries in the Jaipur city. 
Table: 4.2: Government Dispensaries in Jaipur city (2007) 
1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
Dispensary 
Purani Basti 
Gandhi Nagar 
Barkat Nagar 
Vaishali Nagar 
Jothwara 
Banipark 
Rajkiya Sachivalya 
Topkhana Huzuri 
Jawahar Nagar 
Topkhanadesh 
Gangapol 
Jyoti Nagar 
Govind Nagar 
Raigaro ki kothi 
Kiran Path 
Rajasthan High Court 
Raj Bhawan 
OTS 
Nahari ka Naka 
Tilak Nagar 
Vidhyadhar Nagar 
Durgapura 
Mini Sectariat 
Malviya Nagar 
Sardar Patel Marg 
MLA Quarter 
Adarsh Nagar 
Jhalana Doongri 
Patients treated 
56652 
52726 
33905 
41906 
39760 
10757 
16,086 
21171 
15662 
14092 
13902 
15967 
13193 
5419 
39798 
2758 
37000 
2992 
12095 
12356 
15967 
14460 
10033 
19574 
NA 
NA 
15898 
34748 
N.A = Not Available 
Source: Directorate of Medical and Health, Government of Rajasthan Jaipur city 
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Distribution of Government MCW Centers in Jaipur City 
The following table 4.3 shows that there are nearly six Government 
MCW Centers in Jaipur City. Maternity and Child Welfare centers, these 
centers help women with the child bearing and rearing activities. These centers 
have expanded their services to cover the family planning movement and 
vaccination. These centers provide indoor facilities to the patients. 
Tab 
1 
2 
3 
4 
5 
6 
e: 4.3: Maternity and Child Welfa 
Place 
Chaura Rasta 
Ramganj 
Purani Basti 
Adarsh Nagar 
Gandhi Nagar 
Bani Park 
Total 
Beds 
15 
21 
6 
NA 
6 
6 
54 
re Centers in Jaipur City (2007) 
Patients Treated 
In 
49 
194 
344 
NA 
190 
134 
911 
Out 
8435 
22423 
27106 
NA 
14678 
4622 
77264 
N.A - Not Available 
Source: Directorate of Medical and Health, Government of Rajasthan, Jaipur 
Distribution of UPHC's in Jaipur City 
A PHC is the smallest unit of agency adapted to serve public health 
needs of the smallest area'*. A PHC is established in area having a population of 
30,000 in plain areas whereas for the tribal areas the population has to be 
20,000, there is at least one doctor and an ANM in the PHC. The PHC's were 
initially established to serve the rural population, as the health policies in India 
are rural centric. The urban areas are provided with secondary level services at 
the district level. For providing primary health care in the urban areas, the 
Department of Health and Family Welfare has Urban Dispensaries (33) and 
Aid Posts (2). Few dispensaries have been upgraded to include outreach 
facilities to the residents and renamed Urban PHC's. Table 4.4 shows the 
distribution of UPHC's in the Jaipur city. The urban PHC's provide only 
outdoor facilities to the patients. There are around 15 health posts in the Jaipur 
city. The Aid Posts provide basic medical aid. It creates awareness among the 
people. It promotes family planning norms etc. to the families. Their main aim 
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is educating the masses. These health centers are within the reach of the 
residents. 
1 
2 
3 
4 
5 
6 
7 
8 
9 
Table: 4.4: Urban PHC's in Jaipur City (2007) 
Place 
Agarwal Farm 
Pratap Nagar Sector 6 
Pratap Nagar Sector 11 
Murlipura 
Vidhan Sachivalya 
Devi Nagar 
Mansarovar 
Bani Park 
Malviya Nagar 
Total 
Patients Treated 
23970 
55934 
52504 
30079 
26324 
23680 
13484 
11948 
38942 
276865 
Source: Directorate of Medical and Health, Government of Rajasthan, Jaipur 
Beds 
The better treatment of the patients and utilization of hospital facility 
depends upon the availability of the required number of hospital beds. More 
number of beds means more indoor patients. 
Doctors 
The most important entity in a health institution is a doctor. The 
functioning of the hospital depends upon their availability. They are the most 
important. The good will of a doctor plays the lead role in the running of a 
hospital. His role is not merely of diagnosis and prescription but also of 
educating the masses about the importance of good health. 
Nurses and Paramedical Staff 
Nursing is as old as mankind. Nurses take care of the patients. They 
take care of their medical needs. They help the individuals in getting rid of the 
ailments. According to the International Council of Nursing, 
"Nursing encompasses autonomous and collaborative care of 
individuals of all ages, families, groups and communities, sick or well and in 
all settings. Nursing includes the promotion of health, prevention of illness, and 
the care of ill, disabled and dying people. Advocacy, promotion of a safe 
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environment, research, participation in shaping heahh policy and in patient and 
health systems management, and education are also key nursing roles"^. 
The paramedical staff comprise of the technicians employed in a health 
center. They are the skilled persons supporting the medical staff A person 
trained to give emergency medical treatment or assist medical professionals. 
The term paramedic has been derived from Para (auxiliary), and medical, 
meaning related to medicine in an auxiliary capacity. 
Private health care providers 
About 60% of the total private health care providers are found in the a 
few districts of Rajasthan, Jaipur being one among these. Efforts made by the 
Government are not sufficient, so it has to take the help from the private 
health care providers. A good network of private hospitals is spread through 
out the city. The public health services do not reach the poor section of the 
society. This section is therefore forced to avail the private health care 
through out of pocket expenditure. 
A branch of the Indian red cross society, the Rajasthan red cross society 
at Jaipur provides clinical facilities for X-Ray, pathological investigations, 
E.C.G, routine and complicated deliveries, general surgery etc Santokba 
Durlabhji Memorial also looks after the medical needs of the masses. The 
Amar Jain Relief Society set up in 1961 has developed into a fijll fledged 
hospital. At present there are more than 208 private hospitals spread through 
out the city. 
NGOs 
There are only 21^ NGOs in the whole state working for health. Their 
work is mainly restricted to the educating and creating awareness among the 
masses. These are engaged in the training activity and not in service delivery. 
Diseases 
Disease is a state of discomfort in which the normal fiinctioning of the 
body is disturbed. It is an impairment of health or a condition of abnormal 
functioning. It is a pathological condition of a part, organ, or system of an 
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organism resulting from various causes, such as infection, genetic defects, or 
environmental stress and is characterized by an identifiable group of signs or 
symptoms. 
Classification of Diseases 
Diseases can be classified into the following categories 
(a) Congenital Diseases: these are those diseases present from birth 
which are due to some metabolic disorder or defect in the development. 
Congenital diseases and defects may be inherited or caused by environmental 
factors. A defect due to chromosomal disorder is mongolism (found in man), 
e.g. color blindness, hemophilia, sickle cell anemia, downs syndrome etc. 
(b) Chronic Diseases: these diseases are present or recur over a long 
period of time, and as acute when their symptoms are severe and their course 
is short. 
(c) Degenerative Diseases: these diseases are characterized by the 
deterioration or impairment of an organ or the structure of cells and the tissues 
of which they are a part e.g. Heart attack, diabetes mellitus, arthritis. 
(d) Acquired, Infectious or Communicable Diseases: these diseases 
result from the activities of living creatures, usually micro organisms that 
invade the body.e.g. Cholera, diphtheria, tuberculosis, leprosy, plague, etc 
(e) Contagion, Transmission, Infectious: disease agents between 
people, may be direct through person-to-person contact or indirect through the 
bites of insect vectors or via fomites (or vehicles) such as contaminated 
blanket, money, or water. 
(f) Deficiency Diseases: deficiency diseases can be defined as 
pathological states, with characteristic clinical signs, which are due to 
deficiency in the diet of a nutrient and can be cured by providing the missing 
nutrient deficiency diseases are caused due to improper and insufficient 
nutrient intake to sustain the body, e.g. kwashiorkor, night-blindness, beriberi, 
pellagra, etc. 
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CHAPTER - 5 
An Inter Zone Comparative Analysis of The Infrastructural Facilities In 
The Health Sector 
Healthy human being is an asset to the nation and the society whereas an 
unhealthy population has a reduced working capacity which in turn negatively 
affects economy and society. It is both an end of development and a means to 
it. India the 2™* most populous country, what most of the people possess is their 
bodies. There is a need to improve the quality of people and not the quantity of 
people. 
In a welfare state like India, it is the primary responsibility of the state to 
provide health care to its people. Health care incorporates the distribution of 
the medical and health services to the masses. This systems greatly depend 
upon social and economic factors. The family, general conditions of work and 
poverty, education etc. all exihibit a cumulative effect upon the health of an 
individual. Health is no longer regarded as an individual concern rather it has 
become a community affair. The community participation is of utmost 
importance if fuller health care is to be acheived. The individuals from the 
society are themselves aware of the various needs of their society. The medical 
system has to be, by the people, for the people and of the people. It is the 
responsibility of the government as well as the community to look into the 
health needs of the individuals. 
The health status of the people is reflected in the levels of morbidity and 
the treatment seeking behaviour of its members. The secondary level health 
services are being provided at the district level, effectively in the urban areas. 
The health services are being provided through district hospitals. Government 
Dispensaries, MCW centers, health posts, UFWC, and Aid posts. The urban 
dispensaries and aid posts have been established by the Medical and Health 
Department. Few dispensaries have been upgraded to provide outreach 
facilities and have been renamed as Urban PHC's. The health system is 
working on the Public-Private partnership Model. The private sector has been 
given several fiscal incentives such as exemption from payment of octroi duty 
and sales tax etc. CGHS is providing health care to the central government 
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employees. Railways, Defense and certain other departments are dispensing 
medical facilities to their staff The state governments has also set up several 
hospitals, dispensaries, teaching institutions and registered practitioners under 
the various branches of the Indian System of Medicine (Ayurveda, Siddha, 
Unani, Yoga, Naturopathy, and Homeopathy). These are running parallel with 
the allopathic health institutions. The allopathic system of medicine is although 
popular among the masses. There are more number of allopathic health 
instructions. This system of medicine emerged to be quicker in releaving 
people of their pain. The attitude towards the ISM is changing with the 
realization of the limitations of modem medicine. The harmful effects of the 
strong modem medicines have forced the people to once again shift towards the 
ISM. Presently all the systems of health care are working together. 
ZONE 1-VIDHYADHAR NAGAR ZONE 
The Vidhyadhar Nagar Zone is located in the North and North West 
direction from the city center. There are 15 wards in this zone. The zone has a 
total population of 531120 persons. The literacy of the zone is 65.45percent. 
The important areas of the zone include Bani Park , Shastri Nagar, Murlipura, 
Jothwara, etc. The govemment health service is distributed through a network 
of hospitals, dispensaries, Urban PHC's and MCW centers. There are 9 
govemment health centers in the zone, including 2 hospitals, 4 dispensaries, 1 
aid post, 1 MCW center and UPHC. 
Table 5.1: Infrastructural Facilities in Zone I (Public/Government Sector 2007) 
Ward No. 
9 
63 
64 
65 
36 
68 
69 
Total (Zone) 
HPR 
0.02 
0.03 
0.03 
0.11 
0.14 
0.03 
0.02 
0.02 
Ratio per Thousand Population 
DPR 
0.04 
0.03 
0.03 
1.55 
4.91 
0.07 
0.02 
0.39 
BPR 
0 
0 
0 
12.18 
2.06 
0 
0 
0.97 
NPR 
0.10 
0.07 
0.05 
1.55 
1.89 
0.10 
0.09 
0.24 
PSR 
0.06 
0.03 
0.03 
0.72 
0.65 
0.07 
0.07 
0.11 
Note: HPR: Hospital Population Ratio, DPR: Doctor Population Ratio, BPR: Bed 
Population Ratio, NPR: Nurse Population Ratio, PSR: Paramedical Staff 
Population Ratio. 
Source: Directorate of Medical and Health, Govemment of Rajasthan 
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Table 5.1 shows the distribution of the government health services in the 
different wards of the Vidhyadhar Nagar Zone. There are around 13 
government health centers (Appendix I). The ward no. 36 and 65 have got the 
maximum number of health facilities. The actual data shows that there are 4 
health centers in ward 36 and 65. But the table (5.1) reveals that ward 36 has 
got the maximum hospital population ratio of 0.14 per 1000 persons, whereas 
ward 65 stands second with 0.11 HPR. These variations are due to the 
differences in the population of the two wards. There are 2 hospitals in ward 
36. An Urban PHC is also located in ward 36. This is the Bani Park Session 
Court UPHC (Appendixl). Ward No. 36 is characterised by the highest doctor 
Population ratio i.e. 4.19 per 1000 populations. Ward 65 has two hospitals 
Haribaksh Kamwatia and chest and TB hospital. The former has 50 doctors 
whereas the latter has only 5 doctors, the government dispensary located in the 
ward has only 2 doctors 1.55 (Appendix I). The highest bed population ratio of 
12.18 per 1000 persons is recorded in ward 65. The table 5.1 shows that, the 
maximum nurse population ratio is recorded in ward 36 being 1.89. 
There is only one government dispensary in ward 9. It has the minimum 
hospital population ratio of 0.02 per 1000 persons (Table 5.1). The government 
dispensaries only provide OPD facility to the patients therefore there are no 
beds in the dispensary making its bed population ratio nil. Doctor population 
ratio of the ward is at 0.04 per 1000 persons. Ward no. 9 has nurse and 
paramedical staff population ratio of 0.10, 0.06 respectively. 
There is an Urban Primary Health Center located in the ward no. 68 of 
the zone, the Murlipura (Appendix I). There is one doctor working in the Urban 
Primary Health Center. The ward has a doctor population ratio of 0.07. Its 
nurse population ratio is 0.10 per 1000 persons. 
There is one dispensary each in ward 64 and 69 therefore there hospital 
population ratio is 0.03 and 0.02 per thousand persons respectively. The 
government dispensaries do not have bedding facility; they only have outdoor 
facility for the population. This makes their bed population ratio nil. 
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Table 5.2: Infrastnictural Facilities in Zone I (Private Sector2007) 
Ward No. 
1 
9 
10 
65 
36 
68 
69 
Total (Zone) 
Ratio per Thousand Population 
HPR 
0.04 
0.19 
0.19 
0.24 
0.27 
0.34 
0.25 
0.10 
DPR 
0.23 
1.14 
0.83 
2.14 
2.56 
1.88 
1.58 
0.67 
BPR 
0.66 
3.33 
2.98 
5.61 
3.90 
6.17 
2.83 
1.63 
Note: HPR: Hospital Population Ratio, DPR: Doctor Population Ratio, BPR: Bed Population 
Ratio 
Source: Derived from Various Sources, Direct Observation, Yellow Pages of the Telephone 
Directory 
Table 5.2 depicts the distribution of the health infrastructure calculated 
on the basis of the actual number of services to the total population. The Table 
Reveals that private hospitals are located only in 7 wards of the zone 1. There 
are variations in the distribution of the private hospitals within the zone itself 
Some wards have large number of hospitals whereas others have comparatively 
less number of hospitals. Ward no. 68 has the maximum hospital population 
ratio of 0.34. The zone has a total of 58 hospitals (Appendix I). The highest 
hospital population ratio of 0.34 is recorded in ward no. 68. Ward 9 and 10 
record hospital population ratio a of 0.19 each. The lowest hospital population 
ratio is recorded in ward no. 1 (0.04). The zone is being served by a team of 
357 doctors (Appendix II). The highest doctor patient ratio is recorded in ward 
no. 36 (2.56); it is followed by ward no. 65, 68, and 69 having 2.14, 1.88 and 
1.58 ratios respectively. The lowest doctor patient ratio is 0.23 calculated for 
ward 1. The minimum bed patient ratio (0.66) is recorded in ward 1, whereas 
the maximum bed patient ratio is, 6.17 calculated for the ward 68. (Table 5.2) 
ZONE 2-HAWA MAHAL WEST ZONE 
The Hawa Mahal West zone is spreads towards the north, it also 
embraces central parts of the city i.e. the walled city. This zone is made up of 
11 wards of the city. The zone supports a population of 264069 persons. There 
are 2 hospitals, 2 MCW centers, 1 Aid Post, 2 dispensaries (Appendix I). 
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Table 5. 3: In! 
Ward no. 
39 
42 
54 
58 
61 
Total (Zone) 
rastructural Facilities in 
HPR 
0.05 
0.05 
0.02 
0.11 
0.04 
0.03 
Ratio 
DPR 
0.19 
0.26 
0.02 
0.42 
0.48 
0.14 
I Zone U (Public/Government Sector 2007) 
per Thousand Population 
BPR 
0 
0.32 
0 
15.91 
0.22 
1.79 
NPR 
0.09 
0.16 
0.10 
9.56 
0.11 
1.10 
PSPR 
0.05 
0.11 
0.05 
2.10 
0.11 
0.26 
Note: HPR: Hospital Population Ratio, DPR: Doctor Population Ratio, BPR: Bed 
Population Ratio NPR: Nurse Population Ratio, PSR: Paramedical Staff Population 
Ratio. 
Source: Directorate of Medical and Health, Government of Rajasthan 
Table 5.3 shows the distribution of health services in the health sector of 
Jaipur City. Ward no. 58 of the zone has got the maximum number of 
government health centers. There are 3 health centers serving a population of 
26142 persons in this ward. Its hospital patient ratio is 0.11 per thousand 
persons. There are nearly 11 doctors working in different hospitals of this ward. 
The doctor population ratio recorded in this ward is the 0.42 per thousand 
populations because of the team of doctors it possesses. The highest bed 
population ratio is also recorded in this part of the zone. The highest bed 
population ratio registered is 15.91 per 1000 persons. It has 416 beds in all 
(Appendix I). The Zanana hospital is also located in ward 58. The Zanana 
hospital caters to the gyaenic and obstetric needs of women. It handles the 
cases of deliveries with some facilities of anti-natal and post natal care. It also 
has a baby clinic which provides guidance to the parents for the healthy growth 
of their child. It also runs several family plaiming programmes. The nurse 
population ratio and paramedical staff population ratio of 58 wards are 9.56 
and 2.10 per thousand populations respectively. 
The Chaura Rasta dispensary of ward 42 has a mother and child welfare 
center attached to it. The dispensary +MCW center make the hospital patient 
ratio of the ward 0.05 /thousand persons It is a 13 bedded institution, its bed 
population ratio comes out to be 0.32 /1000 population. There are nearly 5 
doctors working in this dispensary. Its doctor population ratio is 0.26 per 
thousand populations. (Appendix I) 
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There is an Aid post located in ward no.54, it is the Sathyayattan 
Ashram. Ward 54 has recorded the lowest hospital population ratio because it 
has only one aid- post. Its hospital patient ratio is 0.02 per 1000 persons. The 
aid posts do not provide any facility for the indoor patients so its bed 
population ratio is zero. Nearly 27.54 persons/day are recorded in the 
Sathyayattan Ashram. The main aim of the aid post is to cater to the day to day 
medical needs of the population. It aims at creating awareness about DOTS and 
also imparts medical education among the masses. Various family planning 
programmes are also initiated by this institution. Its records a nurse population 
ratio and paramedical staff population ratio of 0.10 and 0,05 respectively. 
There is 1 government dispensary in ward no.39. This dispensary has 
only medical facility only for the outdoor patients. Ward no. 39 has only 4 
doctors with its doctor population ratio being 0.19 per thousand persons. There 
are 2 nurses and 1 paramedic in the ward making its nurse population ratio 0.09 
and 0.05 respectively. (Appendix I) 
There are 13 doctors working in zone 61, making its doctor population 
ratio 0.04. It stands second among the wards of the zone as far as the 
infrastructural facilities are concerned. An MCW is located in this area. It is a 
6 bedded institution. It has a bed population ratio of 0.22 per thousand persons 
(Appendix I). Cases relating to the deliveries, and some anti -natal and post-
natal care are also made available. The nurse population ratio of the center is 
0.11, whereas the paramedical staff population ratio is also low at 0.05 per 
1000 persons. The hospital population ratio of the ward is 0.04. (Appendix I) 
Table 5.4: Infrastructural Facilities in Zone 11 (Private Sector 2007) 
Ward No. 
40 
42 
43 
54 
60 
Total (Zone) 
Note: HPR: Hospita 
Ratio 
HPR 
0.07 
0.21 
0.10 
0.02 
0.04 
0.07 
1 Population Ratio, E 
per Thousand Population 
DPR 
0.42 
2.38 
0.74 
0.12 
0.13 
0.59 
)PR: Doctor Populati( 
BPR 
3.90 
4.18 
2.97 
0.42 
0.48 
1.28 
m Ratio, BPR: Bed 
Population Ratio 
Source: Derived from various Sources, Direct Observation, Yellow Pages of the 
Telephone Directory 
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There are 16 (Appendix II), hospitals in the zone II of the city. The 
hospital patient ratio of the whole zone is 0.11 for a total population of 144722 
persons. Ward 58 has the maximum number of 7 hospitals. Its hospital 
population ratio is 0.27 per 1000 population. As far as the hospital population 
ratio and doctor population ratio are considered ward 58 leads the others with 
the hospital population ratio of 0.27 whereas the doctor population ratio of 2.56 
/1000. The bed population ratio of the ward no. 42 is the highest because the 
Amar Jain Hospital is located in this ward. The Amar Jain Hospital is an 
expansion of the Amar Jain Relief Society established in 1961. At present there 
are 32 doctors are serving in this hospital. The total bed capacity of the hospital 
is around 50 (Appendix II). The hospital is well equipped in all services like x-
ray, sonography, and laboratory facilities etc. The hospital has its own 
ambulance also. Ward no. 60, 40, and 54 have one hospital each with a hospital 
population ratio of 0.04, 0.07and 0.02 respectively. Ward no.54 lags behind as 
far as the infrastructural facilities are concerned. It is characterized by lowest 
hospital population ratio i.e. 0.02, lowest doctor population ratio of 0.12. 
As far as the distribution of the private infrastructural facilities is 
concerned ward no. 58 takes a lead with highest hospital population ratio and 
doctor population ratio whereas ward no.42 leads in terms of the bed 
population ratio (4.18). It has the maximum bed population ratio. 
ZONE 3-HAWAMAHAL EAST ZONE 
The Hawa Mahal East zone is located in the east and North West 
direction. It comprise of 12 wards of the city. This zone consists of parts of the 
walled city. A total of 188870 males and 169528 female make the population 
of the zone. There are 205666 literates in the zone. The important areas of the 
zone include Shankar Nagar, Govind Nagar, Transport Nagar, Ramganj, 
Kagdiwara, Dhobi Ghat, Badanpura etc. 
In ward no. 49 there is only 1 government dispensary serving a 
population of 25232 persons. The dispensary provides only OPD facility to the 
population. This dispensary has specialized care and services to the TB 
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patients. There are two doctors working in this dispensary. Its doctor 
population ratio is 0.08 /1000 persons. There are 3 nurses and a team of 2 
paramedics serving the dispensary. 
Table 5.5; Infrastructural Facilities in Zone III (Public/Government Sector 2007) 
Ward No. HPR 
Ratio per Thousand Population 
DPR BPR NPR PSR 
49 0.04 0.08 0.00 0.12 0.07 
45 0.13 0.39 0.85 0.39 0.32 
50 0.05 0.09 0.00 0.43 0.14 
51 0.03 0.03 0.00 0.09 0.09 
52 0.02 0.02 0.00 0.04 0.04 
Total (Zone) 0.02 0.04 0.04 0.08 0.05 
Note; ospital Population Ratio, DPR: Doctor Population Ratio, BPR: Bed Population Ratio, 
NPR: Nurse Population Ratio, PSR: Paramedical Staff Population Ratio. 
Source: Directorate of Medical and Health, Government of Rajasthan 
There are 5 government dispensaries and a MCW in the zone III. Ward 
No. 45 has a MCW center. This MCW provides indoor facility to the patients. 
It is a 21 (Appendix I) bedded institution. It makes the bed population ratio of 
the 0.85 per 1000 persons. It provides facilities related to delivery and post 
natal care. This ward (45) forms the highest bed population ratio in the zone 
(0.85) per thousand people, because all the other wards have a government 
dispensary each. There are 4 doctors in the Ramganj MCW whereas 2 doctors 
in the dispensary at Raigaro ki kothi, making a total of 6 doctors. Therefore its 
doctor population ratio is 0.39 per 1000 population. 
The Moti Katla dispensary is located in this ward (50). There is 1 district 
health post in Moti Katla. The hospital population ratio of the ward is 0.05 
/lOOO persons. There are 3 doctors employed in this health center. The doctor 
population ratio of the ward is 0.09 per thousand persons. This dispensary has 
employed a team of 10 midwifes, and 5 nurses making the nurse population 
ratio of 0.43 /1000 population. This is the highest nurse patient ratio recorded 
in the zone. 
The Govind Nagar government dispensary is located in Ward 52. It lags 
behind in terms of all kind of medical infrastructure. The lowest hospital 
population ratio (0.02) is recorded here in ward 52. The facilities are almost 
same in all the government health centers. These are mainly looked after by 1 
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doctor, therefore its doctor population ratio is 0.02 /1000 persons. The nursing 
and paramedical staff together makes a total of 3, (2 nurses & I paramedic 
appendix I) 
The hospital population ratio and doctor population ratio of ward 51 is 
0.03. There is one institution and only one doctor serving a population of 
32890 persons. There is a chief medical officer in this dispensary. Two nurses 
and one ANM make the nurse patient ratio of 0.09 per thousand persons. 
The walled city has a poor sewage system. These places act as the breeding 
grounds for flies and mosquitoes. Infectious and parasitic diseases are more 
commonly reported from these areas. 
Table 5.6; Infrastructurai Facilities in Zone III (Private Sector 2007) 
Ward No. 
45 
48 
56 
Total (Zone) 
HPR 
0.13 
0.11 
0.11 
0.02 
Ratio Per Thousand Population 
DPR 
1.43 
0.53 
0.17 
0.13 
BPR 
4.89 
2.12 
0.55 
0.46 
Note: HPR: Hospital Population Ratio, DPR: Doctor Population Ratio, BPR: Bed 
Population Ratio 
Source: Derived from various Sources, Direct Observation, Yellow Pages of the 
Telephone Directory 
The third zone i.e. the Hawa Mahal East Zone comprise of 8 private 
hospitals well distributed among the 3 wards (45, 48, 56). There are 2 hospitals 
each in ward 45 and 56, whereas 4 hospital in ward 48. The total hospital 
population ratio of the zone is around 0.11. The variations in hospital 
population ratio are mainly due to the population differentials. The zone is 
being served by 45 doctors in all. Therefore the doctor population ratio of the 
zone is 0.63 per thousand persons. Ward 45 leads the other two wards as far as 
the infrastructurai facilities are concerned. These hospitals are big enough to 
provide frill fledge medical facilities to the people. The ward has a bed 
population ratio of 4.89 per thousand. This is the highest bed population ratio 
among the private hospitals of the zone. The lowest bed population ratio is 0.55 
recorded in ward no.56 Ward 48 has a bed population ratio of 2.12 and a doctor 
population ratio of 0.53 per thousand persons. 
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ZONE-4: CIVIL LINES ZONE 
Civil Lines Zone lies to the west of Jaipur city. There are 14 wards in 
the zone. The zone has a total population of 484733 persons (Census 2001). 
There are a total of 338739 literates in the zone. It is the seat of the Chief 
Minister of Rajasthan. Civil Lines Jaipur is a posh residential area with 
important state dignitaries residing at this place. The Raj Bhawan is grounded 
in the Civil Lines. The Civil Lines area is in the vicinity of railway line that is 
Bais Godam Railway Station. The important areas of the zone include Lakshmi 
Nagar, Shanti Nagar, Bais Godam, Keshav Nagar etc. The Ajmer Road runs 
through the region of Civil Lines and terminates at the Pink City Gates. The 
important offices of the city are located in this zone. The region is well 
provided with basic health facilities 
Tables.?: Infrastructural Facilities in Zone IV (Public/Government Sector 2007) 
Ward No. HPR 
Ratio per Thousand Population 
DPR BPR NPR PSR 
3 0.01 0.03 0.00 0.04 0.06 
0.03 1.26 4.97 0.73 0.44 
0.26 0.30 0.26 1.20 0.43 
0.04 0.56 3.19 0.75 0.45 
11 0.03 0.03 0.00 0.08 NA 
17 0.03 0.06 0.00 0.09 0.06 
20 0.04 0.09 0.00 0.26 0.13 
21 0.07 1.10 3.34 1.07 0.4 
(Zone)Total 0.03 0.22 0.74 0.25 0.12 
Note: HPR: Hospital Population Ratio, DPR: Doctor Population Ratio, BPR: Bed 
Population Ratio, NPR: Nurse Population Ratio, PSR: Paramedical Staff 
Population Ratio. 
Source: Directorate of Medical and Health, Government of Rajasthan 
Table 5.7 shows that, there are three government hospitals and 11 
(Appendix I), dispensaries in this zone. The maximum no. of dispensaries are 
located in ward no. 6. A total of 6 dispensaries are situated here. The CM 
House, Vidhayak Niwas, Mini Secretariat, The Rajasthan High Court, 
dispensary all are situated in this ward. The Civil Lines is the most posh area of 
the city. It is inhabited by the dignitaries. The highest hospital population ratio 
is recorded in this area (0.26) per 1000 persons. The Rajkiyay Sachivalya 
dispensary provides facility for the admission of the patients. It is a 6 bedded 
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institution, therefore the bed population ratio of the ward is 0.26 per thousand. 
The nurse population ratio of ward6 is also the highest being 1.20. There is a 
government dispensary and a district health post on the Sardar Patel Marg. 
All the other ward have 1 government each still there are variations in 
their hospital population ratio, this variation is due to the differential 
populations in each ward. The Vaishali Nagar dispensary has the lowest 
hospital population ratio (0.01) /1000. There is only 1 dispensary serving a 
population of 90497 persons. The Jaipuria Hospital and the Durgapura 
dispensary is located in the ward no. 21. The hospital population ratio of the 
ward is 0.07 /lOOO. There are 33 doctors in these two institutions. Ward no. 5 
and 7 have the ESI (0.03) and Railway Hospital (0.04) per thousand 
respectively. There are 43 doctors in the ESI Hospital and 25 doctors in the 
Railway Hospital (Appendix I). This makes the doctor population ratio of the 
two wards 1.26 and 0.56 per thousand respectively. The lowest doctor 
population ratio is recorded in two wards 3 and 11 0.03 .The ESI Hospital is a 
170 bedded institution whereas the Railway Hospital is an 85 bedded hospital 
(Appendix I). Its bed population ratio is 3.19. The highest bed population ratio 
(4.97) is recorded for ward no.5, where the 170 bedded ESI Hospitals is 
located. The lowest bed population ratio (0.26) is calculated for ward 6. There 
is an Urban PHC also located in the ward 11 of the zone. This is the Devi 
Nagar Urban Primary Health Center. There is 1 doctor working in this 
institution. Its hospital population ratio and doctor population ratio are 0.03 per 
thousand persons. The Urban Primary Health Center has only OPD facility for 
the patients. 
The nurse patient ratio is the number of nurses per thousand populations. 
Ward 6 has the highest nurse patient ratio (1.20) followed by ward 21(1.07). 
The lowest nurse patient ratio (0.04) is recorded in ward 3. 
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Table 5.8: Infrastructural Facilities in Zone IV (Private Sector 2007) 
Ward No. 
3 
4 
5 
6 
16 
17 
21 
Total (Zone) 
Ratio per Thousand Population 
HPR 
0.07 
0.15 
0.06 
0.64 
0.44 
0.21 
0.13 
0.12 
DPR 
0.33 
1.02 
0.29 
2.99 
1.67 
1.80 
1.74 
0.68 
BPR 
0.46 
1.81 
0.88 
9.95 
2.05 
3.31 
5.18 
1.49 
Note; HPR: Hospital Population Ratio, DPR: Doctor Patient Ratio, BPR: Bed 
Population Ratio 
Source: Derived from various Sources, Direct Personal Observation, and Yellow 
Pages of the Telephone Directory. 
The zone possesses the famous Forties Hospital in ward 21. The ward 
16 has the hospital population ratio of 0.44 per thousand populations. The 
highest hospital population ratio is recorded for ward 6 i.e. 0.64 per thousand 
populations. The lowest hospital population ratio is recorded in ward 5 (0.06) 
per 1000 population. Ward 6 lies in the civil lines area. It forms the C-Scheme 
area. This area is resided by the elite class of the society. The highest DPR 
(2.99) per 1000 population is recorded in ward six, whereas the lowest doctor 
patient ratio (0.29) per thousand is recorded in ward 5. The Tongiya Heart 
Hospital is located in the C-Scheme area. It is a 150 bedded institution. The bed 
population ratio of ward 6 is the highest among all the other wards i.e. 9.95 per 
thousand populations. This is followed by ward 21 (5.18) per thousand 
population. The lowest bed population ratio is located in ward 3(0.46) /1000 
per thousand populations. 
ZONE 5-MOTIDOONGRI ZONE 
The Moti Doongri Zone spreads from south east to south. This Zone 
comprises nearly 11 wards. The place is well provided with hospitals, schools 
and educational institutes. It has a total population of 337001 persons residing 
in this zone. The important areas of the zone are Malviya Nagar, Jawahar 
Nagar, Adarsh Nagar, Raja Park, etc. This zone is characterized by the posh 
residential colonies. Major part of the zone lies in the outer periphery of the 
city. The zone has a literacy of 66.82 percent. 
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Table 5.9: Infrastructural Facilities in zone V (Public/Government Sector 2007) 
Ward No. 
18 
26 
27 
28 
29 
30 
31 
33 
35 
Total (Zone) 
Ratio per Thousand Population 
HPR 
0.05 
0.07 
0.03 
0.03 
0.06 
0.05 
0.05 
0.10 
0.24 
0.05 
DPR 
0.33 
0.10 
0.03 
0.08 
0.73 
0.05 
0.10 
0.30 
15.06 
1.28 
BPR 
0.29 
0.00 
0.00 
0.50 
9.25 
0.00 
0.00 
1.98 
103.08 
7.59 
NPR 
0.57 
0.17 
0.09 
0.21 
1.40 
0.14 
0.19 
0.74 
52.94 
3.56 
PSR 
0.14 
0.03 
0.03 
0.09 
0.42 
0.14 
0.10 
0.50 
67.38 
4.26 
Note: HPR: Hospital Population Ratio, DPR: Doctor Population Ratio, BPR: Bed 
Population Ratio, NPR: Nurse Population Ratio, PSR: Paramedical Staff 
Population Ratio. 
Source: Directorate of Medical and Health, Government of Rajasthan 
There are 17 government health centers in this zone (Appendix I). The 
Gandhi Nagar dispensary and it attached MCW Center are located in the ward 
no. 18. It is a six bedded dispensary providing admittance to the patients. Its 
bed population is aboutO.29 /lOOO people. There are 12 nurses working in this 
dispensary. Its doctor population ratio is 0.33. (Appendix I) 
The largest hospital of the district, the SMS is located in ward 35. There 
are four hospitals located here. This ward is centrally located. It is also in the 
close vicinity of the walled city. Thus all the major hospitals of the city are 
located in the ward 35. The SMS Hospital is composed of nearly 1722 beds. It 
has the departments of medicine, surgery, cardiology, orthopedics, 
neurosurgery, ophthalmology, ENT etc. There are 299 doctors working in this 
hospital. The SMS hospital has set up a rehabilitation center. Where the 
amputees are provided services with artificial limbs made of indigenous 
material which is cheap, durable and effective. The rehabilitation center works 
with the assistance of a voluntary organization, The Mahaveer Viklang 
Sahayata Samiti. It is a 194 bedded institute. There are 5 doctors helping the 
amputees to regain their lost hope and lead a dignified life. The mahila 
chikitsalya is also located here. This hospital handles the cases related to the 
97 
gynecological and obstetrical problems. It also provides guidance to the parents 
about the child rearing. There are 176 beds in this hospital. The mobile 
hospital standing at the Sanganeri Gate is also included in this ward. Near 
about 25-30 patients visit this hospital daily. All these institutions fall in the 
jurisdiction of the SMS Medical College. There are 6 hospitals falling under 
the SMS medical college. Ward no. 35 records the highest hospital population 
ratio of 0.24 per thousand persons. Ward 35 leads all the other wards of the 
zone in terms of the medical and health facilities. The ward has a working force 
of 363 doctors, therefore its doctor population ratio is 15.06. It has the highest 
bed population ratio of 103.08 per thousand persons. There are 3 MCW centers 
in this zone. These are the Gandhi Nagar, Tilak Nagar, and Adarsh Nagar 
mother and child care centers. The Adarsh Nagar MCW is attached to the 
government dispensary. Whereas the Tilak Nagar MCW is an independent 
institution. This MCW is located in the ward no.31. There is only OPD facility 
in this MCW. 2 doctors are employed in this center. Thus its doctor population 
ratio is at 0.10 per thousand persons. There is 1 dispensary each in ward no. 30 
and 27. Ward no. 29 possesses the Satellite hospital of Sethi colony and the 
Mental hospital. Its hospital population ratio is 0.06 per thousand persons. This 
ward has a total of 26 doctors, who have made its doctor population ratio 0.73 
per thousand persons. The lowest doctor population ratio (0.03) is recorded for 
ward 27. The OTS dispensary is located in this ward 27. The ward 27 Of the 
zone also possesses an Urban PHC in Malviya Nagar sector 6. 
This zone has the maximum number of govenmient hospitals. Nearly all 
the major hospitals of the city are located in this zone. It has the highest bed 
population ratio of 9.04 per thousand persons. Its nurse population ratio is also 
the highest being 1.44 /1000 persons. This zone spreads in the easily accessible 
area of the city. It leads all the other zone in terms of the medical and health 
facilities. (Appendix I) 
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Table 5.10: Infrastructural Facilities in zone V (Private Sector 2007) 
Ward No. 
31 
26 
18 
30 
33 
32 
28 
Total (Zone) 
Ratio per Thousand Population 
HPR 
0.39 
0.34 
0.24 
0.23 
0.60 
0.21 
0.01 
0.14 
DPR 
5.26 
3.22 
3.96 
2.99 
2.73 
0.50 
0.03 
1.28 
BPR 
20.51 
7.99 
25.53 
7.85 
6.45 
1.24 
0.06 
4.69 
Note: HPR: Hospital Population Ratio, DPR: Doctor Population Ratio, BPR: Bed 
Population Ratio 
Source: Derived from various Sources, Direct Personal Observation, Yellow Pages of 
the Telephone Directory 
Some of the major renowned private hospitals of the city are situated in 
the Moti Doongri zone. There are some 47 private hospitals in this zone. The 
hospital population ratio of the city is 0.21 per thousand persons. Hospitals like 
Santokba Durlabhji Memorial Hospital, Rungta, Calgary Eye Hospital, Apex 
Hospital, etc. The hospitals are well distributed among the various wards of 
the zone. The hospital population ratio of 0.60 per thousand persons followed 
by ward no 31 with a hospital population ratio of 0.39 per thousand. Malviya 
Nagar is situated in the ward no.26 of the zone. The Apex, Rungta, Calgary etc 
are situated in the Malviya Nagar. Its hospital population ratio is 0.34 per 
thousand persons. Ward No. 18 and 30 have a hospital population ratio of 0.24 
and 0.23 respectively. The Santokba Durlabhji Memorial Hospital is situated in 
the ward 18. The lowest hospital population ratio 0.01 is recorded in ward 28. 
The highest doctor population ratio is recorded in ward 31(5.26) per thousand. 
The ward 18 stands second with a doctor population ratio of 3.96 /1000 
persons. The lowest doctor population ratio is recorded in ward 28 where the 
doctor population ratio is only 0.3 per thousand persons. Ward 18 has the 
highest bed population ratio (25.53) per thousand persons. The 350 bedded 
Santokba Durlabhji Memorial Hospital is located here. Ward no. 31 follows 
ward 18 in the line of BPR. It stands 2"** having a bed population ratio of 20.51 
per thousand persons. The Sahai and Soni hospitals are situated here. The 
former is 100 bedded whereas the latter is 225 bedded. The lowest bed 
population ratio is recorded in ward 28, 0.06 per thousand persons. (Appendix 
11) 
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ZONE 6-SANGANER ZONE 
The Sanganer zone spreads from Sanganer in the south west including 
Mansarovar, Durgapura reaches ward no.24 on the south east comer of the city. 
The region forms an established part of the city. The zone comprise of 7 wards 
of the city. It has a total population of 340460 persons. The region is well 
developed in terms of the transport and communication. This zone covers the 
peripheral area of the city. Many engineering colleges have developed in this 
area. The literacy of the zone is 68.13%. 
Table 5.11; Infrastructural Facilities in Zone VI (Public/Government Sector 2007) 
Ratio per Thousand Population 
Ward No. HPR DPR BPR NPR PSR 
12 0.07 0.07 0.00 0.20 0.11 
13 0.04 0.04 0.00 0.11 0.06 
Total (Zone) 0.02 0.02 0.00 0.05 0.03 
Note: HPR: Hospital Population Ratio, DPR: Doctor Population Ratio, BPR: Bed 
Population Ratio, NPR: Nurse Population Ratio, PSR: Paramedical Staff 
Population Ratio. 
Source: Directorate of Medical and Health, Government of Rajasthan 
There are 2 Urban PHC's in Sanganer (ward 12). These are the Pratap 
Nagar sec 6 and 11 Urban PHC's. Therefore they have a hospital population 
ratio of ward is 0.07 per thousand persons. The urban PHC's provide only OPD 
facility to the patients. They do not have any beds, therefore its bed population 
ratio is nil. There are 9 nurses working in these UPHC's. Its nurse population 
ratio is 0.20 per thousand persons. All the three institutions of ward 12 have 1 
doctor each serving the population. The doctor population ratio of the ward 12 
is 0.07 per thousand persons. 
There are 2 Urban PHC's and one dispensary in the Mansarovar area 
(wardl3). These UPHC include Agarwal Farm and Mansarovar sec 8. The 
Kiran Path Government dispensary is also located here in ward 13. In all there 
are 3 government establishments looking after the health needs of the residents. 
Its hospital population ratio is 0.04. Although both the wards have same 
number of health centers yet their are variations in their infrastructural ratios 
because of the variable population. Mansarovar has a higher population 85546 
persons whereas Sanganer has a population of 45386 persons. The doctor 
ion 
population ratio of the ward is 0.04 per thousand persons. There are 3 doctors 
working in this Mansarovar area. (Appendix I) 
Table 5.12; Infrastructural Facilities in zone VI (Private Sector 2007) 
Ward No. 
12 
13 
Total (Zone) 
Ratio per Thousand Popu 
HPR 
0.22 
0.25 
0.09 
DPR 
1.08 
1.29 
0.47 
ation 
BPR 
2.20 
2.05 
0.81 
Note: HPR: Hospital Population Ratio, DPR: Doctor Population Ratio, BPR: Bed 
Population Ratio 
Source: Derived from various Sources, Direct Observation, and Yellow Pages of the 
Telephone Directory. 
The private hospitals are distributed in Sanganer and Mansarovar areas 
of the zone. There are 10 hospitals in Sanganer. The hospital population ratio 
of this ward is 0.22, whereas in Mansarovar there are 21 hospitals which make 
its hospital population ratio 0.25. The doctor population ratio doctor population 
ratio of zone 12 is 1.08 per thousand persons. The prime medical units include 
names like Saket Hospital, Bhandari Hospital, etc. The 65 bedded Bhandari 
Hospital and the Saket Hospital is situated in this ward. The doctor population 
ratio of the ward is 1.29. It is the higher as compared to the Sanganer ward 
where it is only 1.08 per thousand persons. Ward 13 i.e. the Mansarovar leads 
the Sanganer area as far as the medical facilities are concerned. (Appendix II) 
DISEASE PATTERN IN JAIPUR CITY 
The diseases are classified in order to develop the morbidity and 
mortality pattern of any particular region. The International classification of 
Diseases was developed by the WHO in collaboration with 10 international 
centers. The records about the diseases prevalent in the Jaipur city is derived 
fi"om the reports obtained fi-om the Directorate of Medical and Health 
Government of Rajasthan. These reports provide the records about the 
morbidity and mortality for the whole state. These reports are based on the 
International Classification of Diseases. The following diseases are more 
prevalent in the city. 
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Table 5.13: Major Causes of Morbidity in Jaipur City (2007) 
Major diseases 
Certain infectious and parasitic diseases 
Accidents and Violence 
Accident/Injuries/Bums/Fractures and Poisoning. 
Diseases of the Respiratory System 
Diseases of the Circulatory System 
Diseases of Musculoskeletal System & connective 
Tissues 
Diseases of the Digestive System 
Diseases of Blood & Blood Forming organs & 
Certain disorders involving immune system 
Diseases of the Eye and Adnexa 
Gyeanic , obstetrics, Delivery problems and 
certain conditions of the prenatal period 
Mental and Behavioral Disorders 
No. of 
Patients 
265,803 
510,137 
349,886 
739,530 
49,320 
159,024 
199,544 
131,968 
128,750 
11,518 
Percent 
Patients (%) 
11 
20 
13.77 
29 
1.9 
6 
7.8 
5.18 
5 
0.45 
Source: Directorate of Medical and Health, Government of Rajasthan, Jaipur 
Intestinal and Parasitic Diseases 
Human intestinal parasite worms infect food, air and water. Parasitic 
infections are also transmitted through sexual conduct. These parasitic 
infections cause constipation, stomach bloating and many health problems. 
Other symptoms include anemia, asthma, diarrhea, digestive disorders, fatigue, 
low immune system, nervousness, skin rash. There can be over 100 different 
types of parasites worms living in human bodies. People with intestinal parasite 
infections are usually under-nourished and weak, infected with viral, fungal, or 
bacteria, and have various types of chemical and metal poisoning. Human 
intestinal parasites can be present in any disease, in any person, at any age. 
The young children suffer mainly from intestinal, parasitic diseases. The 
intestinal and parasitic diseases also include typhoid, tuberculosis, hepatitis, 
trachoma, syphilis, gonococcal infection, etc. Most of the childhood deaths are 
caused due to five conditions i.e. diarrhea, pneumonia, measles, malaria, and 
malnutrition. Table 5.13 shows that nearly 11% of illness in the city has been 
reported in this category. There are a few intestinal and parasitic diseases 
which are prevalent in the Jaipur city. These are Malaria, Trachoma, Dengue, 
Tuberculosis etc. 
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Respiratory Disease 
Chronic obstructive pulmonary disease (COPD) is the name for a 
collection of lung diseases including chronic bronchitis and emphysema. 
COPD is one of the most common respiratory diseases in Jaipur city. Table 
5.13 shows that nearly 349,886 cases suffering from the respiratory ailments 
were reported. It comprises around 13.77 percent illness. 
COPD occurs as a result of damage to the lungs, usually through 
smoking. The likelihood of developing the condition increases the more 
someone smokes and the longer they have been smoking. Damaged lungs 
creates problem of breathing. The juveniles (1-4) years and elders (65- above) 
are more susceptible to respiratory diseases. 
Circulatory diseases 
These are the diseases which affect the heart and blood vessels. It 
includes aengina (chest pain on exertion), heart attacks and heart failure. 
Circulatory diseases are influenced by a number of lifestyle factors including 
smoking, poor diet, obesity, and lack of exercise. According to the Table 5.13 
the maximum number of patients i.e. 739,530 persons are recorded in the 
category of circulatory disorders. It comprises nearly 29 % of the total patients. 
Females have reported more cases of circulatory disorders. The circulatory 
ailments form a major cause of illness in the city. 
Musculoskeletal system and Connective tissue diseases 
Also known as the loco motor system it gives an animal the ability to 
move using muscular and skeletal system. It is the system having its muscles 
attached to an internal skeletal system and is necessary for humans to move to a 
more favorable position.The musculoskeletal system provides stability and 
movement to the organism. It is made up of the body's bones (the skeleton), 
muscles, cartilage, tendons, ligaments, joints, and other connective tissue. The 
disorders of the musculoskeletal system are common among the elderly people. 
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These conditions reduce mobility and have an adverse impact on the self care. 
Malnutrition and sedentary life contribute musculoskeletal dysfunction. 
Diseases of the Digestive System 
The diseases which affect the human digestive tract is termed as a 
digestive system disease. Such disorders affect the esophagus, stomach, small 
intestine, large intestine, pancreas, liver. A prevalent disorder of the digestive 
system is gastro esophageal reflux disease, which causes heartburn on a regular 
basis in some individuals. Cirrhosis of the liver primarily results from 
excessive alcohol consumption, but it may also develop after infection with the 
hepatitis C virus. Other common diseases of the digestive system include peptic 
ulcers, colorectal cancer, and gallstones. Many disorders of the digestive 
system can be prevented by a diet low in fats and high in fruits and vegetables, 
limited alcohol consumption, and periodic medical examinations. 
Eye and Adnexa 
The diseases of the eye and Adnexa include glaucoma, cataract, 
conjunctivitis and blindness and low vision. On the basis of the table 5.13 it is 
observed that around 14% of the population suffers from eye diseases. The eye 
diseases are common among the elderly people. Cataract and conjunctivitis are 
among the common problems being faced by the elders. Although there are 
cases of blindness also. Number of persons reporting eye diseases are 131,968. 
Eye ailments are maximum for the senile. Apart from cataract there are several 
other eye diseases which are prevalent among the elders. 
Diseases of Blood & Blood Forming organs & certain disorders involving 
immune system disorders 
The disorders affecting the red blood cells or platelets fall under this 
category of diseases. Anemia is the major disorder caused by the destruction of 
the Red Blood Cells. There are different types of anemia. Nearly 8% of the 
population of the city suffers from the diseases of the blood and blood forming 
organs. Females are more susceptible to these kinds of ailments. A total of 
133699 females have reported anemias and other related problems. Whereas 
males have registered only 65845 persons with this kind of disorders 
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(Appendix V). Anemia is a very common problem in India as the women 
occupy a very low nutritional status as compared to the males. Anaemia is a 
very common cause of ill health among the pregnant women. It emerges out to 
be a major cause of death among expecting mothers. 
Genie, obsterictic, Delivery problems and certain conditions of the 
prenatal period 
Women suffer a lot from the reproductive health problems. The two 
factors responsible for maternal mortality are malnutrition among the pregnant 
women and large scale deliveries unattended by trained personnel's. Anaemia 
is another indirect cause of death associated with pregnancy. This category 
account for nearly 5% of the total illness reported in the city. 
Mental disorders 
Mental disorders are not the major killers but they are a major source of 
global burden of diseases. There are several factors responsible for causing 
mental disorders. These factors range from malnutrition of pregnant mothers to 
heredity. The mental diseases include mental retardation, schizophrenic 
psychosis, neurotic and personality disorders, etc. A total of 11,518 cases have 
been registered for mental disorders. It is observed that the mental disorders are 
reported after the age of 14 years. Mental illnesses are the chronic diseases of 
the young and old. Females have reported around 30 deaths due to mental 
disorders. Females report more cases of anxiety and mood disorder. Males 
report higher cases of substance use disorders and impulse disorders. 
Digestive System Diseases 
The diseases of the different parts of the digestive system include, ulcer of 
stomach and duodenum, appendicitis, peritonitis, chronic liver diseases and 
cirrhosis, etc. On the basis of the table 5.13, 6% of illnesses are associated with 
the digestive diseases. Around 159,024 patients have been registered in this 
category. 
Other diseases like nervous system disorders, neoplasm, and 
genitourinary diseases are also reported in the city. Diseases of the Skin 
&Subcutaneous tissues, diseases of the ear and mastoid process, nervous 
system disorders etc are also reported. 
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Morbidity and mortality differentials are greatly influenced biologically 
by the gender, natural defenses and nutritional inputs and even by microbial, 
social and cultural environment. Gender differences in health are the resuh of 
societal construct where men and women occupy different positions. It has 
been observed that females are more susceptible to morbidity and illness, 
whereas males have a shorter life span. Females are more morbid than male. 
They have reported more cases of illness as compared to the males. This is 
mainly due to the low social status they occupy in the society. Females are 
more prone to the maternal mortality. 
Although Men occupy an advantageous position in the society yet their 
mortality is higher than females. This paradoxical situation can be attributed to 
the biological variations among the genders. It has been observed that in order 
to prove their power male members indulge in relatively risky jobs. They less 
frequently admit to their illness. There are several other social factors which 
are responsible for larger mortality of the males (drinking, smoking, being 
engaged in arduous and risky jobs, etc). 
Health Status of the Urban- Poor/ Slum Dwellers 
The rapid and unplanned urbanization has resulted in an excessive 
growth of the urban population. The urban areas have acted as magnets in 
attracting rural folks. This phenomenon has limited the extent of the cities. 
There is a limited living space in the cities. These poor rural migrants can not 
afford a residence in the heart of the city, so they start living in the fringe areas, 
leading to the development of "ghettos" or "slums". The existing services and 
infrastructure is hard pressed to cater to the growing urban population. The 
urban poor have to bear the brunt of this burden. These living areas lack in all 
the basic amenities e.g. Proper housing, sanitation, adequate supply of potable 
water, etc. The poor living conditions in the slums have resulted in poor health 
of its residents. This disparity in the distribution of the infrastructure facilities 
has resulted in the division of the urban society into "Urban Poor" and "Urban 
Non Poor". 
The poor in the urban areas are vulnerable to health risks as a 
consequence of living in a degraded environment, inaccessibility to health care, 
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irregular employment, wide spread illiteracy and the like. There are 
"vulnerability variations" among the slums. Some are more degraded while 
others are less. 
According to the census of India 2001, the urban poor population 
comprise 23.3% of the total population i.e. almost 13.2 million persons 1/5 of 
the population lives below poverty line. As per the NFHS data, only 43% of the 
urban poor children 12-23 months of age are fully immunized by one year of 
age. The proportion of severely under weight children among the urban poor 
(23%) is twice that of the urban average (11.6%) and five times (4.5%) more 
than that of urban high income. The IMR among the urban poor in Rajasthan is 
at 98.2 per 1000 live birth is much higher than that of urban average of 68.9. 
The U5MR is 162.3 among urban poor as compared to the urban average of 
68.9. The inadequacy in availability and use of health infrastructure along with 
poor economic and environmental conditions restricts the chances of child 
survival among the urban poor. 
Rajasthan is one among the BIMARU states. Its health policies are 
mainly rural oriented. The health of the urban areas is neglected and condition 
is still worse for the slum dwellers or the urban poor. Access and availability of 
health services to the urban poor is restricted. The health centers are not located 
in the proximity of slums. This restricts its utilization by those in need. Urban 
family welfare centers and mother and child welfare centers are not 
independent but often attached to an urban PHC/ District Hospital/ Female 
Hospitals which limits its utilization. The health centers emerge out inadequate 
with the dispensation of services due to lack of staff. 
Table 5.14: Major Ailments among the urban Poor and Non-Poor (2007) 
Diseases 
Intestinal and Parasitic Diseases 
Respiratory Disorders 
Circulatory Disorders 
Accidents and Injuries 
Source: Directorate of Medical and He 
Urban Poor 
1517 
1291 
145 
478 
alth, Government of F 
Urban Non-Poor 
490 
1337 
1008 
136 
.ajasthan, Jaipur 
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In order to compare the health conditions among the urban poor and non 
poor C to E reports of two slums health centers (Chandrashekhar ki Bagichi & 
Jaisinghpura Khor) are compared with two non slum dispensaries( OTS & Raj 
Bhawan) are compared. 
The above table (5.14) reveals that a greater percentage of intestinal and 
parasitic diseases are prevalent among the urban poor (1.98%) as compared to 
the non poor (0.73%). These diseases are mainly related to* the unclean and 
unhealthy environment of the residential areas. The urban settlements are 
amongst the worlds most life threatening environments. These are infectious 
diseases, which spread very quickly. The slums are the neglected area in terms 
of the basic amenities. There is no proper supply of potable water. This is the 
most vulnerable part of the city as far as the health of the people is concerned. 
The municipality is also pays little attention towards the cleaning up of the 
area, which further aggravates the situation. 
Table 5.14 reveals that the respiratory and circulatory disorders are more 
common among the non-poor population of the city. Theses are 1.99% and 
1.50% respectively for the non-slum population whereas for the slum 
population it is 1.68% and 0.18 respectively. 
Inspite of being the state capital, Jaipur city provides very meager health 
services in the slums. In Jaipur city, Rajasthan, there are 176 officially 
recognized slums (based on list from the Mayors and Municipals office). A 
total population of 3.69 lakh i.e. 15.87% of the total city population comprise 
of the slum dwellers. The urban slums lack basic health infrastructure and 
outreach services. There are only 2 slums in which government health service 
centers are located. This unequal distribution of medical services clearly 
reflects the total health scenario of the urban poor. Whereas the localities 
inhabited by the rich and influential class have more number of government as 
well as private health services. 
The state government has proved to be inefficient in providing proper 
medical services to the slum dwellers. Public health services do not percolate to 
slum habitations, forcing people to avail private health care through out of 
pocket expenditure. Most of the health care needs of the urban poor are met by 
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informal providers. The 1994-95 NSS data on morbidity reveal that people in 
urban Rajasthan prefer private providers or other non-governmental sources for 
out patient's treatment. In case of hospitalization government hospitals are 
preferred over the private. 
I l l 
CHAPTER - 6 
Zonal Variations of The Health Infrastructure 
Health is a state of complete physical and mental fitness. It is recognized 
as a human capital component, which significantly contributes towards the 
development of a nation. It is the ability to fimction effectively with the 
changing circumstances. The following work aims to study the "Health 
facilities and Reported Diseases in Jaipur City". As the title itself speaks, this 
subject is a part of the larger field of medical geography. The health 
infi-astructure can be studied in two aspects i.e. physical (doctors, nurses, 
paramedics, etc) and man-made (hospitals, beds, urban primary health care 
centers, commimity health care centers, etc). This work aims to study both the 
aspects of health infi^structure. Jaipur city is composed of 70 wards. These 
wards are further grouped into 6 zones (geographical units). Both the units i.e. 
wards as well as zones are taken care of while imdertaking the study. It is a 
micro level study. The work is primarily based on the secondary sources of 
data, while some primary survey has also been done. 
The spatial distribution of the infrastructure facilities is obtained on the 
basis of the ratios calculated per thousand population of the administrative unit. 
The z-score technique is then applied to standardize the data. The description is 
done by categorizing the processed data into three different categories on the 
basis of the maximum and minimimi value of that particular indicator. The 
different zones of the city have been categorized as high (above +0.50), 
medium (0.50 to -0.50), and low (below -0.50). 
A Zone-Wise Comparative Analysis of the Various Indicators of Health Care 
Health care center is a place where the diseased persons are treated. 
These centers provide care at the primary and secondary level. At the primary 
level are the village PHC's, the secondary level health services are provided at 
district level, effectively in urban areas, through District General Hospital, 
District Women's Hospitals. For primary level health services in urban areas. 
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the Department of Family Welfare has established Health Posts, Urban Family 
Welfare Centers and Mother and Child Welfare Centers. Urban dispensaries 
and Aid posts have been established by Medical and Health Department. Few 
Urban dispensaries have been upgraded to include outreach facilities and 
renamed Urban PHCs. The health centers here include Hospitals, Dispensaries, 
Aid Posts, Urban PHCs, District Health Posts, Aid Posts MCW's. 
6.1: Zone-wise Distribution of Government Health Centers in Jaipur City (2i 
Zones 
Zone 1 
Zone2 
Zone3 
Zone4 
Zone5 
Zone6 
No. of Hospitals 
Ratios (per 1000) 
0.02 
0.03 
0.02 
0.03 
0.05 
0.02 
z-scores 
-0.81 
0.22 
-0.61 
0.13 
1.83 
-0.76 
Source: Directorate of Medical and Health, Government of Rajasthan 
Figure 6.1 (a), reveals that the availability of the health services in 
accordance with the population is highly variable. The ratios calculated on the 
basis of the population per thousand and the medical aid provided by the 
various institutions; discern that there are vast variations in the dispensation of 
the health services. There is a clear cut demarcation line dividing the zones 
having higher health services and low medical services. Some of the zones fall 
above average while others fall much below the average. These variations are 
due to their high population and low medical aid. According to the fig 6.1 (a), 
zone 5 has got the maximum hospital population ratio i.e. 0.05. This figure 
shows that zone5 lie above average in terms of the medical infrastructure. The 
services in this zone (5) are in accordance with its population. Zone 4 and zone 
2 stand second with a hospital population ratio of 0.03 each. Zone 4 has got 
more number of Government Dispensaries. The remaining three zones i.e. zone 
1, zone 3 and zone 6 falls in the category with minimum number of health 
services. They have a high population but the services available are much less 
than their population. Their hospital population ratio is 0.02 each. 

The figure 6.1(b) is made on the basis of the z-score derived from the 
ratios calculated per thousand populations. The map following this description 
shows that, there is only one zone which fall in the category of high 
infrastructural facilities. This is zone 5 with 1.38 as the z-score value. Zone 5 
has the maximum number of health centers (17). The biggest district hospital 
the SMS is located here. The other hospitals are the Mahila Chikitsalya, SMS 
Rehabilitation Center, Mental Hospital, and 3 Mother and Child Welfare 
Centers located here. It has been observed that three zones fall in the category 
of low infrastructure facilities, i.e. zone 1(-0.81), zone 3 (-0.61), zone 6 (-0.76). 
There are two zones zone 2 and zone 4 that falls in the second category with 
0.22 and 0.13 as the z- score value. Zone 4 or the civil lines zone is the area 
resided by the big shots of the state, the chief minister. Governor, MLA's etc. 
Zone 3 i.e. the Hawa Mahal East Zone is one of the most deprived zone in 
terms of the health infrastructure. This area suffers from several kind of 
environmental problems. The open drains serve as the breeding grounds for the 
mosquitoes and other parasites. There is a special dispensary treating mainly 
tuberculosis patients. This dispensary is at Topkhana Huzuri. The Ramganj 
MCW is fiinctioning in ward no. 45. This area is resided by the illiterate and 
negligent population. The urban poor are the worst affected as far as the 
dispensation of health services are concerned. There are near about 12 slums 
(based on list from the Mayors and Municipals office), in the Hawa Mahal East 
Zone with no health center. 
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Doctor 
Doctor is the most important component of the whole health system. 
Table 6.2 shows that there are wide variations in the availability of the doctors 
in the different zones of the Jaipur Municipal Corporation. 
Table 6.2: Zone-wise Distribution of Doctors in Government 
Health Centers of Jaipur City (2007) 
Zones 
Zone 1 
Zone2 
Zone3 
Zone4 
ZoneS 
Zone6 
No. of Doctors 
Ratios (per 1000) 
0.39 
0.14 
0.04 
0.22 
1.08 
0.02 
z-scores 
0.19 
-0.44 
-0.69 
-0.24 
1.92 
-0.74 
Source: Directorate of Medical and Health, Government of Rajasthan 
Figure 6.2 (a), reveals the number of doctors in relation to the 
population of the city. The diagram shows, the doctor population ratio of the 
various zones. In this study the ratio is taken out per thousand populations. 
Once again zone 5 takes a lead over the other zones as far as the availability of 
the doctors is concerned. The highest doctor population ratio is observed in 
zone 5 i.e. 1.08 per thousand population. This means that the distribution of 
doctors is in accordance with the population of the zone. This zone is followed 
by zone 1, zone 4, zone2, zone3 and zone 6. These have doctor population ratio 
of 0.39, 0.22, 0.14, 0.04. and 0.02 per thousand populations respectively. The 
zone 6 has the least number of doctors. This zone is composed of mainly of the 
Urban PHC's which is served by 1 doctor each. There are not sufficient 
numbers of doctors to serve the population. (Appendix I) 
The preceding map i.e. fig 6.2 (b), shows the density of the available 
doctors in the different zones of the city. Doctor the most important indicator of 
a medical system that determines the level of efficiency of a health center. In 
order to find out the distribution of doctors in the various zones of the city, 
three categories have been made on the basis of the z- scores derived fi-om the 
ratios. The first category represents 0.5 and above z- score value, the medium is 
represented between 0.5 and -0.5, whereas the lowest category is represented 
by -0.5 z- score value. 
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There is only one zone falling in the first category. This is zone 5. This 
zone has a total of 365 doctors. The doctor population ratio of zone 5 is 1.08 
/lOOO population while its z- score value is 1.92. Zone 5 has the highest z-
score value because it has got some of the big hospitals of the city. The SMS 
Hospital which is the major district hospital is located here. The data shows 
that there are nearly 299 doctors working in different branches of medicine 
(Appendix I). This hospital caters to the medical need of the people from 
throughout the state. The SMS Hospital runs its rehabilitation center which 
helps the amputees by providing artificial limb. There are 5 doctors working in 
this unit of SMS Hospital. The other hospitals of this zone include Satellite 
Hospital Sethi Colony (18 doctors), mental hospital (8 doctors), there are 
around 6 government dispensaries served by (1), doctor each (Appendix I). A 
special hospital for the Leprosy patients having 8 doctors is also operating in 
this zone. According to the Table 6.2, the second strata of the classification 
comprises of three zones. These are zone 1, zone 4 and zone 2. The actual data 
shows that there are around 208, 106 and 34 doctors respectively working in 
the government health sector. Zone 4 has got the maximum number (9) of 
dispensaries having only one doctor each serving the population. The two 
zones falling in the third category include zone 3 (-0.69), zone (-0.74). All 
these Zones fall in the peripheral area of the city. Zone 3 comprise of 5 
dispensaries, 1 MCW center. The doctor population ratio of the zone 3 is 0.04 
per thousand populations. Zone 6 has the lowest z-score value i.e. -0.74. This 
zone consists of only Urban PHC's. There are 4 UPHC'S 1 dispensary and a 
PHC located here. Each of these has 1 doctor working here. There are only 6 
doctors catering to the medical needs of the people of the area.(6.2 b) 
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Beds 
Beds are a major man- made infrastructural facility provided at any 
hospital or dispensary. Beds are necessary in order to provide admittance to the 
patients suffering from several ailments. After the hospitals it is the mother and 
child care center which provide indoor facilities to the patients. 
Table 6.3: Zone - wise Distribution of Beds in Government 
Hospitals of Jaipur City (2007) 
Zones 
Zone 1 
Zone 2 
Zone 3 
Zone 4 
Zone 5 
Zone 6 
No. of Beds 
Ratios (per 1000) 
0.97 
1.79 
0.04 
0.74 
7.59 
0.00 
z-scores 
-0.31 
-0.02 
-0.63 
-0.38 
1.99 
-0.64 
Source: Directorate of Medical and Health, Government of Rajasthan 
The bed population ratio is the persons per bed. The figure 6.3 (a) gives 
a comparative picture about the bed population ratio of the various zones of the 
city. The maximum bed population ratio is observed in zone 5 (7.59) per 1000 
population. This zone is characterized by the major hospitals of the city. This 
zone has a total of (17) government hospitals. All the hospitals provide indoor 
health services to the patients The actual data shows that this zone has a total 
number of 2558 beds (Appendix I). This is followed by the zone 2. This zone 
has a bed population ratio of around 1.79 per thousand populations. The bed 
population ratio of the zone 6 is nil as there are no hospitals or dispensaries in 
this zone. This zone comprises of only Urban PHC's. The urban PHC's do not 
provide admittance to the patients. They just provide outreach facilities to the 
masses. The masses are referred to the district hospital. The z-score of this 
zone range below -0.5, it is -1.07. 
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Fig 6.3 b shows the spatial distribution of the beds in the various zones 
of the study area. As it has already been stated earlier that the dispensaries do 
not provide facilities to the indoor patients there is a always a lack of beds in 
the hospitals of the city. They only provide OPD facility to the patients. The 
zones having more number of dispensaries either fall in the second strata or the 
third strata. The Urban Primary Health Care Centers also provide health care 
facilities to the outdoor patients. There is only one zone , namely zone 5 (1.99) 
which fall in the 1^ ' category having highest number of beds. There are 
maximum numbers of beds in zone 5 because The SMS Hospital and its 
Rehabilitation Center together have about (1916) beds. The other important 
hospitals include Mahila Chikitsalya (176), Mental Hospital (280), Central Jail 
Hospital (30), Satellite Hospital Sethi Colony (50), Leprosy Hospital (40), 
Gandhi Nagar MCW center (6). There are a total of 2558 beds in the different 
hospitals of the zone. The zone 2 also follows zone 5 in terms of the bedding 
capacity. There is a total of 428 beds in this zone. The only major hospital of 
this zone is the Zanana hospital (416). Zone 1 and zone 4 also fall in the 
middle category. Their z-score values are -0.31 and -0.38 respectively. Zone 3 
and zone 6 occupy the last category. The bed population ratio of zone 3 is 
0.04/1000 populations. It is composed of the 13 bedded MCW Center at 
Ramganj. 
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Nurses 
A nurse is a trained person to look after sick or injured people. They try 
to cure by special care of treatment, of an illness or injury. Nurse is a very 
important component of a health system, after the doctor. The doctor prescribes 
the line of treatment but the nurse puts it to the actual practice. It is the nurse 
who takes care of the sick people. Nursing is as old as man kind. 
Table 6.4: Zone - wise Distribution of Nurses in Government 
Hospitals of Jaipur City (2007) 
Zones 
Zone 1 
Zone2 
Zone3 
Zone4 
Zone5 
Zone6 
No. of Nurses 
Ratios (per 1000) 
0.24 
1.10 
0.08 
0.25 
3.56 
0.05 
z-scores 
-0.47 
0.16 
-0.58 
-0.46 
1.96 
-0.60 
Source: Directorate of Medical and Health, Government of Rajasthan 
The figure 6.4 (a), shows the distribution of nurses in the various zones 
of the city. It can be stated that the zones having maximum number of hospitals 
will surely have the maximum number of the nursing staff The zone 5 has the 
maximum number of nurses. The nurse population ratio of the zone is around 
3.56. The second highest nurse population ratio is observed for zone 2, which 
has a nurse population ratio of 1.10 per thousand population. The zone 4 i.e. the 
civil lines zone stands third with a NPR of 0.25. This zone comprises of the 
maximum number of government dispensaries. The records of the directorate 
of medical and health reveal that each dispensary is served by nearly 2-3 
nurses. In terms of the nurses also the zone 6 is far behind. It has the minimum 
nurse population ratio being 0.05 per thousand populations. 
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The figure 6.4 (b) shows the spatial variations in the distribution of 
nurses in the different zones of the city. Like the other indicators of a health 
system, the nursing staff is also categorized into three groups. High (0.5 and 
above), medium (0.5 to -0.5), low (-0.5). It has been observed through the 
following study that there is a lack of nursing staff in the city as a whole. All 
the zones show a paucity of the nursing staff There is only one zone in the city 
(zone 5) which falls in the first category. The nursing staff of all the hospitals 
of the zone makes a total of 1100 nurses. The z-score value of it is 1.96. 
Patients from the nearby areas also come to Jaipur for seeking treatment. The 
Sawai Man Singh Hospital is the biggest district hospital. People from the 
whole state come to this hospital for getting their ailments treated. There is a 
large team of nursing staff also serving at the rehabilitation center of the SMS 
Hospital. The disabled from the other parts of the state as well as country come 
here for getting an artificial limb. There are three zones occupying the middle 
category. These are zone 2 (0.16) and 4 (-0.46), and zone 1 (-0.47) z-score 
values. There are 3 hospitals in zone 4. The other dispensaries have either 3 or 
7 nurses each. A low nurse population ratio is recorded in zone 3 and 6. These 
zones have a z-score value of -0.58, -0.60 respectively. It can be clearly 
discerned that the team of nurses available to serve the population is much 
lower than the required level. The Hawa Mahal east zone or the zone 3 is a 
deprived zone in terms of the medical and health infrastructure. It is backward 
in all aspects. Zone 6 also falls in the category of low nurse population ratio 
category. Some of the urban dispensaries have been upgraded to the level of 
Urban Primary Health Care Centers (UPHC). This zone mainly consists of 
Urban Primary Health Care Centers (UPHC). 
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Paramedical Staff 
A paramedic is a skilled person involved in the medical activities. They 
are the lab technicians. A paramedic is a medical professional, usually a 
member of the emergency medical services, who primarily provides pre-
hospital advanced medical and trauma care. They are sent to the war hit areas 
to help the civilians with their medical needs. The paramedic is a technically 
skilled person who has knowledge about the medical and health services. 
Table 6.5: Zone -wise Distribution of Paramedical Staff in 
Government Health Centers of Jaipur City (2007) 
Zones 
Zone 1 
Zone2 
ZoneS 
Zone4 
ZoneS 
Zone6 
No. of Paramedical staff 
Ratios (per 1000) 
0.11 
0.26 
0.05 
0.12 
4.26 
0.03 
z-scores 
-0.41 
-0.32 
-0.45 
-0.40 
2.04 
-0.46 
Source: Directorate of Medical and Health, Government of Rajasthan 
The fig 6.5(a) reveals the distribution of the paramedical staff. This 
distribution is done on the basis of the density of the paramedics over space i.e 
the 6 zones. The density is obtained by keeping in view the number of 
paramedics in relation to the population of that particular area is. Zone 5 shows 
the highest paramedical staff population ratio 4.26 per thousand populations. 
The zone two follows the zone 5, with a paramedical staff ratio of 0.26 per 
thousand populations. The lowest paramedical staff population ratio is 
observed in zone 6 of the city. It has a paramedical staff population ratio of 
0.03 per thousand populations. This means that the paramedical staff is much 
lower than the required number. 
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Figure 6.5(b) shows that, the zone 5 i.e. the Moti Doongri zone has the 
maximum number of paramedics. The z-score value of zone 5 is 2.04. This 
zone consists of the major district hospital, The SMS, its rehabilitation center 
etc. There are around 9 hospitals situated here including, Mahila Chikitsalya, 
Mental Hospital, Satellite Hospital Sethi colony etc (Appendix I). The zone 5 is 
the only zone falling in the first category, on the basis of the z-scores calculated 
from the ratios. Rest all the other zones fall in the middle category. If an 
hierarchial order is created then zone 2 stands second with a z-score value of -
0.32, following it are the zone 4 (-0.40), zone 1 (-0.41), zone 3(-0.45), and zone 
6(-0.46). Therefore on the basis of the above records it can be established that 
all the zones have just average number of paramedics. It is only zone 5 that 
occupies the first zone rest all others fall in the second category, there is a 
shortage of the paramedical staff all together. 
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The Private Health Care Providers in Jaipur City 
The information about the private hospitals and their management 
system has been gathered from various sources e.g. yellow pages, sites of the 
respective hospitals, direct survey, etc. The private hospitals are unevenly 
distributed throughout the city. Some of the wards have a higher number of 
hospitals, whereas some are lagging behind in terms of the distribution of 
medical and health services. Due to the lack of space in the walled city most of 
the hospitals are developing in the outer city. They are developing in the 
peripheral zones. There are a large number of pathology labs, which are 
providing diagnosis for various ailments. Some of these labs have been 
recommended by the Rajasthan University Health Service Scheme. These are 
Cure well Diagnostic, Lai's Pathology lab, Amar Jain Medical Relief Society, 
Get well Poly Clinic & Hospital, Jaipur Nursing Home,etc. The private health 
providers are mainly profit oriented. But these days the private health care 
providers have taken up over the government providers because of the kind of 
services they provide. These institutions are well equipped with all the modem 
technology introduced in the health sector. The concept of hygiene and 
cleanliness is given utmost priority in the private hospitals and nursing homes. 
The private participation is expected to relieve the pressure from the public 
health care system. The government has given several incentives to develop the 
private sector. These include liberal policy for the allotment of land for the 
private hospitals, fiscal incentives include, exemption from the payment of 
taxes on the medical equipments, plant and machinery on the government 
approved list. The private hospitals are bound to provide free services to the 
economically weaker section of the society. Some of the beds in the private 
hospitals are kept reserved for the poor. As far as the distribution of the 
medical and health facilities in the private hospitals are concerned, only three 
indicators are taken into consideration. The private hospitals are a bit skeptical 
in sharing information about their patients and institution. 
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Distribution of Private Hospitals 
Hospitals are the places where the ill or diseased persons get treatment. 
The distribution of the medical and health services are directed by a number of 
factors, including socio- political implications, economic reasons, etc. The 
number of private hospitals is increasing these days due to the inefficiency of 
the government health sector to fulfill the medical needs of the population. The 
data derived from various sources reveal that there are aroimd 211 private 
hospitals unequally distributed in six zones of the city. The actual value show 
that zone 4 takes a lead in terms of hospitals, it has 58 hospitals, followed by 
zone 1(58), zone 2 (9) and zone 3 (8) zone 5 (47), zone 6 (31) Appendix II. 
Table 6.6; Zone - wise Distribution of Private Hospitals in Jaipur City (2007) 
Zones 
Zone 1 
Zone2 
Zone3 
Zone4 
Zones 
Zone6 
No. of Hospitals 
Ratios (per 1000) 
0.11 
0.04 
0.02 
0.12 
0.14 
0.09 
z-scores 
0.50 
-1.05 
-1.38 
0.73 
1.09 
0.11 
Source: Derived from Various Sources, Direct Observation, Yellow Pages of 
the Telephone Directory 
Figure 6.6(a) gives a brief description about the hospital population ratio 
prevailing in the different zones of the city. Many multi specialty hospitals are 
located in different comers of the city. There are a large number of special 
hospitals dealing with a particular ailment e.g. Calgary eye, Mahaveer Cancer, 
Tongiya Heart Hospital, etc. The maximum nvmiber of private hospitals 58 
(0.12) are located in zone 4 of the city. The zone 4 or the civil lines zone is 
resided by the influential elites of the society. There is no famous private 
hospital as such in this are except for the Tongiya Heart Hospital. The highest 
hospital population ratio i.e. 0.14 per 1000 population is recorded in zone 5 or 
the Moti Doongri Zone. This zone has a total of 47 hospitals (0.14). The zone 2 
has a hospital population ratio of 0.07 (16 hospitals), whereas zone 3 has a 
hospital population ratio of 0.02 (8 hospitals). Both these zones i.e. zone 2 and 
3 lag far behind in terms of the availability of the infrastmctural facilities are 
concerned. 
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so 
on 
Figure 6.6(b) reveals the spatial distribution of the private hospitals in 
the various zones of the city. The results derived on the basis of the z-score 
reveal that it is zone 5 that takes a lead over the other zones in terms of the 
distribution of private hospitals. Some of the major private hospitals of the city 
are located here in this zone. TTie Santokba Durlabhji Memorial Hospital, 
Baghwan Mahaveer Cancer Hospital, Apex Hospital, etc are located here 
(Appendix II). The zone 5 has the highest hospital population ratio (0.14) per 
1000 populations as well as it has the maximum z-score value i.e 1.09. There 
are three zones falling in the first strata based on the z-scores. These are zone 5, 
zone 4 and zone 1. Zone 4 stands second with a z-score value of 0.73, 
following it is the zone 1 with z-score value of 0.50. On the basis of the 
different strata zone 6 fall in the second category with the z-score value of 0.11. 
The zone 2 and 3 form the lowest category as far as the infrastructural facilities 
are concerned. There are 9 and 8 hospitals respectively in these zones 
(Appendix II). These zones together make the walled city of Jaipur. The z-
score values of the two zones are -1.05 and -1.38 respectively. 
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Distribution of Doctors in the Private Sector 
There are a large number of private practitioners working in different 
comers of the city. Nearly 1465 private doctors are presently working in the 
city. These include specialists of the different branches of medicine. 
Table 6.7: Zone - wise Distribution of Doctors in Private 
Hospitals of Jaipur City (2007) 
Zones 
Zone 1 
Zone2 
ZoneS 
Zone4 
ZoneS 
Zone6 
No. of Doctors 
Ratios (per 1000) 
0.80 
0.31 
0.13 
0.68 
1.28 
0.47 
z-scores 
0.46 
-0.74 
-1.19 
0.18 
1.64 
-0.35 
Source: Derived from Various Sources, Direct Observation, Yellow Pages of the 
Telephone Directory 
Table 6.7(a) reveals that in terms of the distribution of doctors also the 
zone 5 takes a lead with 432 doctors working here. It has the maximum doctor 
population ratio 1.28. Some of the major private hospitals of the city are 
located here in this zone. Zone 1 occupies the second position with a doctor 
population ratio of 0.80 per thousand populations. The lowest doctor 
population ratio is recorded in zone 3 of the city, i.e. 0.13 per thousand 
populations. There is a team of only 45 doctors working in this zone. 
Figure 6.7(b) depicts spatial distribution of private doctors in the 
different zones of the Jaipur City. The categorization has been done on the 
basis of the z-score value. Three categories have been made. The z-score value 
of the zone 5 is 1.64. It reveals the highest concentration of doctors. This is 
followed by zone 4 with a z-score value of 0.18. The first category is occupied 
by only zone 5 as it has got the major private hospitals. Zone 1, 4 and 6 fall in 
the second category These zones have a z-score value of 0.46, -0.18, -0.35 
respectively. There are 2 zones which fall in the lowest strata. These are zone 
number 2 and 3. These zones have the minimum number of private hospitals, 
therefore leading to the less number of doctors. Their z-score value is -0.74 
and -1.19 respectively. 
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Distribution of Beds in the Private Sector 
The availability of the bed represents the level of facilities a health 
institution provides to the population. More number of beds is an indicator of 
the much extended indoor facility. The total share of beds in the private sector 
is nearly 45 % in Jaipur city. The private sector has an edge over the public 
sector in hospitalization, but attends few ante-natal cases, provides limited 
immunization services. 
Table 6.8: Zone - wise Distribution of Beds in 1 
Hospitals of Jaipur City (2007) 
Zones 
Zone 1 
Zone2 
Zone3 
Zone4 
ZoneS 
Zone6 
No. of Beds 
Ratios (per 1000) 
1.82 
0.85 
0.46 
1.49 
4.69 
0.81 
*rivate 
z- scores 
0.09 
-0.54 
-0.79 
-0.13 
1.93 
-0.57 
Source: Derived from Various Sources, Direct Observation, Yellow Pages of 
the Telephone Directory 
The highest bed population ratio is recorded in zone 5 of the city. The 
actual data shows that there are nearly a total of 1581(AppendixII), beds in the 
various hospitals of the zone. The bed population ratio of the zone is 4.69 per 
thousand populations. The density of beds is highest in this zone. The lowest 
bed population ratio is recorded in zone 3 (0.46). this zone has got the 
minimum number of hospitals and so are the number of beds in this area. 
The z-score value of the zone 5 is the highest among all the other zones. 
It is 1.95. All the other zones represent a negative z-score value. It is only zone 
5 which shows a positive z-score value. Zone 1 follows this zone in terms of 
the spatial distribution of beds. Zone 1 has a bed population ratio of 1.82 
whereas its z-score value is around 0.09. Rest all the other zones show a 
negative z-score values. This record shows that the facilities for the admittence 
of the patients are not sufficient. The zone 3 shows the minimum bed 
population ratio (0.46) per thousand populations. Its z-score value is also least 
at -0.79. (Table 6.8) 
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An Inter Zone Comparative Analysis of the Health Infrastructure in the 
Government Hospitals of Jaipur City 
In order to get the clear picture of the medical and health facilities of the 
city, a composite index of all the variables has been computed. The z-score 
value of all the variables, (hospitals, doctors, beds, nurses, and paramedical 
staff) have been added to get the composite index. These are then represented 
through maps. Three categories have been made to represent the distribution of 
the health services in the city. The categorization is based on the mean and 
standard deviation. 
Table 6.9: Overall Distribution of Government Medical 
Infrastructure in Jaipur City (2007) 
Hospitals 
-0.81 
0.22 
-0.61 
0.13 
1.83 
-0.76 
Doctors 
0.19 
-0.44 
-0.69 
-0.24 
1.92 
-0.74 
Beds 
-0.31 
-0.02 
-0.63 
-0.38 
1.99 
-0.64 
Nurses 
-0.47 
0.16 
-0.58 
-0.46 
1.96 
-0.60 
Paramedics 
-0.41 
-0.32 
-0.45 
-0.40 
2.04 
-0.46 
Composite Index 
-1.81 
-0.4 
-2.96 
-1.35 
9.74 
-3.2 
Source: Directorate of Medical and Health, Government of Rajasthan 
An inter zone comparative analysis of the Jaipur city reveal that it is 
zone 5 that takes a lead over other zones as far as the distribution of medical 
and health facilities are concerned. The reason behind this difference is that this 
zone comprise of some of the big hospitals of the district. The major district 
hospital i.e. the SMS and its rehabilitation center is located here. The hospitals 
in this zone of the city cater to the medical needs of the people from the far 
flung areas also. This zone consists of 17 government health care centers. 
These consist of 9 major hospitals, 3 MCW centers, 4 government dispensaries 
and 1 Urban Primary Health Care Center (Appendix I). Zone 5 is the only zone 
lying in the first category with maximum number of resources. The zone is 
easily accessible. The zone lies within the easy reach of people from the 
different comers of the city. The walled city also lies close to it. The hospital 
population ratio of the zone is 0.05 per thousand populations. Zone 5 is 
followed by zone 2 in terms of the distribution of medical and health facilities. 
This zone comprises of nearly 7 health institutions including, Zanana Hospital, 
Police line Hospital, 2 MCW's, 2 dispensaries and 1 aid post. 
143 
Overall Distribution of Government Health Facilities in Jaipur City(2007) 
N 
1 0 1 2 
I 0.5 7 I I 
KM 
Composite zscore 
High ^ 1 Above 0.5 
Medium HO-Sto-0.5 
Low i I Below-0.5 
Fig: 6.9 
144 
There are 3 zones that fall in the second category of the classification. 
They have a considerable number of medical insitutions. These zone are zone 
1, zone 2 and zone 4. They have a hospital population ratio of 0.02,0.03 and 
0.03 respectively. There is general lack of nursing and paramedical staff in all 
the zones of the city. Zone 3 and 6 are the two most deprived areas in terms of 
the medical and health infrastructure. Zone 6 lies on the rural urban fringe area 
therefore not much effort has been made to develop big hospitals there. Few 
urban dispensaries have been upgraded to provide outreach facilities to the 
population. Like wise zone 3 i.e. the Hawa Mahal east zone is also one of the 
deprived zone of the city. The zone lacks in terms of the different health 
infrastructural facilities. 
On the basis of the above discussion it can be said that the medical and 
health infrastructure is unevenly distributed throughout the city. There are a 
few sections which enjoy the benefits whereas the greater masses suffer due to 
the lack of services offered. The worst hit are the urban poor. There are nearly 
176 officially recognized slums in the city (based on the Mayors office records) 
whereas only two slums have medical facilities. There are a lot of inter zonal 
variations in the distribution of services. 
An inter zone comparative analysis of the health infrastructure in the 
Private hospitals of Jaipur city 
An inter zone analysis of the health infrastructure in the private health 
sector reveal that their are wide variations in the distribution of the health 
infrastructure in the various zones of the city. The variations are the result of 
the socio-political variations prevailing in the society. 
Table 6.10: Overall Distribution of Private Medical Infrastructure in Jaipur City (2007) 
Hospitals Doctors Beds Composite Index 
0.5 0.46 0.09 .05 
.05 -0.74 -0.54 -2.33 
1.38 •1.19 -0.79 -3.36 
0.73 0.18 -0.13 0.78 
1.09 1.64 1.93 4.66 
0.1 -0.35 -0.57 -0.81 
Source: Derived from Various Sources, Direct Observation, Yellow Pages of the Telephone 
Directory 
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There is a good network of private hospitals in zone 5 of the city. The 
zone 5 falls in the first category with a z-score value of 1.09. Its hospital 
population ratio is 0.14 per thousand populations. This zone (5) is very well 
connected with the rest of the city. It is easily accessible that is why some of 
the big hospitals of the city are located here. Its composite index reveals that 
this zone (5) has got a sufficiet number of health facilities. This is the only zone 
which lies in the first category of the classification. The maximum number of 
private hospitals (58) is recorded in zone 4 of the city. This zone has a hospital 
population ratio of 0.12 per thousand populations. The differences in the 
hospital population ratio of various zones are due to the population 
differentials. The zone 4 is the civil lines zone occupied by the big shots of the 
city. This zone falls in the second strata of the classification. The other zone of 
the city falling in the second category include zone 1 and zoone 6, They 
represent a significant level of medical and health facilities. It is the zone 2 and 
zone 3 that has the least number of private health care providers. There are only 
9 and 8 hospitals respectively serving the population of their respective zones. 
These zones fall in the lowest strata. The hospital population ratio of these 
zones is around 0.04 and0.02 per thousand populations respectively. 
The composite index of the private infrastructural facilities reveal that 
the maximum health infrastructure are concentrated in the zone 5 of the city, it 
is the only zone that lies in the first category with a composita index of 4,66. 
Following it is the zone 1, which has got nearly 58 private hospitals. It has a 
composite index of 1.05. Zone 3 has the minimum number of health services. It 
has the lowest number of health services. The zone has the lowest composite z-
score value of-3.36. 
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Conclusion 
The health scenario in Rajasthan is still characterised by gender 
imbalances, low vital rates and an uneven coverage. Health is a neglected 
sector in Rajasthan. A comparative analysis of the health statistics of 
Rajasthan with the other states of the country, reveal that the state is much 
below the national average. There are many socio-economic factors responsible 
for such variations. The health system in Rajasthan works on a public - private 
mix in primary and secondary care. 
The inter zone comparisons reveal that, the distribution of medical and 
health facilities even in the public sector are guided by the socio- political 
implications. A hand full of influential people enjoy the benefits, whereas a 
larger part of the population remains deprived. The maximum number of 
government dispensaries are recorded in the zone 4 of the city. This zone is 
occupied by the influential class of the society. The distribution of medical and 
health facilities is unequal throughout the city. These variations can be 
observed for both, the public sector as well as the private sector. 
Females report higher morbidity whereas males have a higher mortality 
rate. Morbidity and mortality differentials are greatly influenced biologically 
by the gender, natural defences and nutritional inputs and even by microbial, 
social and cultural environment. Gender differences in health are the result of 
societal construct where men and women occupy different positions. It has 
been observed that females are more susceptible to morbidity and illness, 
whereas males have a shorter life span. These variations are the resuh of the 
biological differences of the two. Women are biologically stronger than men. 
Mental disorders are not the major killers but they are a major source of global 
burden of diseases. There are several factors responsible for causing mental 
disorders. These factors range from malnutrition of pregnant mothers to 
heredity. The mental diseases include mental retardation, schizophrmic 
psychosis, neurotic and personality disorders, etc. The health statistices of 
Jaipur city for the year 2007 reveal that women suffer from mortality due to 
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mental disorders. The women occupy a low status in the society. They are 
exploited culturally, socially, and economically. All these factors contribute to 
their mental disbalances. Nearly 30 death cases have been reported by women 
due to the mental disorders as against nil for the male. Although Men occupy a 
advantageous position in the society yet their mortality is high than females. 
This paradoxical situation can be attributed to the biological variations among 
the genders. It has been observed that in order to prove their power and 
Hegemonic gender male members indulge in relatively risky jobs. They less 
frequently admit to their illness. There are several other social factors which 
are responsible for larger mortality of the males ( drinking, smoking, being 
engaged in arduous and risky jobs, etc). 
There is a lack of medical staff The medical staff available is much 
below the required level. There are more cases of absenteeism. Human 
resource development has been a neglected area, especially for field staff and 
paramedical workers. Manpower development and management policy should 
be made strong to lay the roles and responsibilities, accountability, up 
gradation of skills, better management and supervision. 
The health system in Rajasthan is basically rural centric. This adds a lot 
to the misery of the slum dwellers who remain a deprived class. The health 
services are guided towards the rural areas whereas the urban rich can afford 
the expensive treatment provided in the private health care providers. The 
worst sufferers are the slum dwellers. The urban poor or the slum dwellers are 
the most vulnerable section of the society. The poor in urban areas are 
vulnerable to health risks as a consequence of living in a degraded 
environment, inaccessibility to health care, irregular employment, widespread 
illiteracy and lack of negotiating capacity to demand better services. There are 
176 officially recognised slums in the city ( based on list from the Mayors and 
Municipals office). A total population of 3.69 lakh i.e. 15.87% of the total city 
population comprise of the slum dwellers. The urban slums lack basic health 
infrastructure and outreach services. There are only 2 slums in which 
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government health service centers are located. This unequal distribution of 
medical services clearly reflect the total health scenario of the urban poor. 
Whereas the localities inhabited by the rich and influential class have much 
more number of government as well as private health services. The state 
government has proved to be inefficient in providing proper medical services to 
the slum dwellers. Public health services do not percolate to slum habitations, 
forcing people to avail private health care through out of pocket expenditure. 
Most of the health care needs of the urban poor are met by informal providers. 
The 1994-95 NSS data on morbidity reveal that people in urban Rajasthan 
prefer private providers or other non-governmental sources for out patient's 
treatment. In case of hospitalisation government hospitals are preferred over 
the private. Access and availability of health services to the urban poor is 
restricted. The health centres are not located in the proximity of slums. This 
restricts its utilization by those in need. The inabiltiy of the modem system to 
reach the unreached meant that the less scientific and often grossly unhygenic 
and unsafe local quacks continued to be the sole source of health care for the 
poor. 
150 

BIBLIOGRAPHY 
Acharya.U, Singhal.P. et.al. (2005-06) "Assessment of Glucose Tolerance in 
Multi Transfused Patients with Thalassemia". Rajasthan Medical 
Journal. 
Addlakha. R (2000) "Global-Local Dialectic in Medico-Administrative 
Practice", Economic and Political Weekly. Vol 35 no. 08 and 09 
February 19March03. 
Agarwal, A.K (1996) "Post Viral Encephalitis Sequelae and their 
Rehabilitation." IJPMR October 2006; 17 (2). 
Akhtar, R (1978) "Spatial Distribution and Growth of Health Facilities in 
Rajasthan". Geographical Review of India, Vol.40. 
Agarwal, S.K 2003, Environmental Scenario for 21^ * centaury, ATH Publishing 
Corporation, New Delhi. 
Arora, R.K 1975: Ed, Jaipur: A World City, Jaipur World City Society, Jaipur, 
Arora, R.K, Hooja, R & Mathur, S, Jaipur (1977): Profile of a changing city, 11 
PW Raj Branch, (The HCM Rajasthan State Institute of Public 
Administration. 
Bhalla, L.R, 2000: Modem Rajasthan Kuldeep publication Ajmer. 
Bhasin, M.K and Bhasin, V, Raj 1999: Ecology, culture and society, Kamla-
Raj Enterprises, Delhi. 
Bose.A (2006) "Empowering Soliga Tribes". Vol 41 no.07, February 18-
February24. 
Baneerjee. Madhulika (2002) "Public Policy and Ayurveda". Economic and 
Politically Weekly. Vol 37. No. 12 March 23-March29, 2002. 
Banerjee, D (1977) "Formulating an Alternative Rural Health Care System for 
India". 
Barua,A, Apte.H, Kumar.P ( 2007) "Care and Support of Unmarried 
Adolescent Girls in Rajasthan", Vol 42 No. 44, November 03-November 
09. 
Bennett, S (1995) "Cardiovascular Risk Factors in Australia: Trends in 
Socioeconomic Inequalities". Journal of Epidemiology and Community 
Health, 49(4). 
151 
Bob.V. "Peruvians Sick of El nino". Jstor: Environmental Health Perspectives: 
Vol. 108, No.6, pp .a256. Forum Climatic Change. 
Brown & W. Sittitrai (1994) "The HIV/Aids Epidemic in Thailand: Addressing 
the Impact on Children" Asia Pacific Population Policy; 35. 
Bruno Jobert (1985) "Populism and Health Policy: The Case of Community 
Health Volunteers in India", Social Science & Medicine, Volume 20, 
Issue 1. 
Chojnacka, H. and Adeghola, O (1984) "The Determinants of Infant and Child 
Mortality on Lagos and Nigeria", Social Science and Medicine, Vol.19, 
No.7-12. 
Choubey, Kailash (1998) "HIV / Aids Diffusion in South & South East Asia" 
Journal of Region, Health and Health Care Vol 3, No.l, may 
Daniel. l.Marguerite (2000) "The Demographic Impact of HIV/Aids in Sub-
Saharan Africa. Geography, Vol 85(1). 
Das. Prafulla (2007) "Public Health- Orrisa Cholera Epidemic Deathly 
Inaction". Frontline, September 21. 
Das.R,K, Dasgupta Pumamita (2000) "Child Health and Immunization". 
Economic and Political Weekly. Vol 35, No.08 and 09 February 19-
March03. 
D.T. Wigle (1996) Canada's Health Status: A Public Health Perspective. 
Economic and Political Weekly (2007) "Time to Act". Vol 42, No.42 
October20- October26. 
Economic and Political Weekly. (2007), "Medicine, Power and Social 
Legitimacy". Vol 42. No.34 August 25- August 31. 
Ellis.p.Randall, Moneer Alam, Indrani Gupta (2000) "Health Insurance in 
India". Issue: Vol 35, No.04 January22- January 28. 
Environmental concerns of the Developing Countries, 1985; A case study of 
India ecology law quaterly, Burkley. 
Freehs, V., 1983: Valuing Health. Palgrave Economic Dictionary. 
152 
F.Carrat. and Valleron, A.J (1995) "Influenza Mortality Among the Elderly in 
France, 1980-90: How many deaths may have been avoided through 
vaccination". Journal of Epidemiology & Community Health. 
Frechette, Micheline (1999) "Labrador Keratopathy, a Literature Review in 
Geographical Ophthalmology ada". Journal of Region, Health and 
Health Care.Vol 4, No.2, November. 
G.M. Buth & Isshad A. Nawchoo (1997) " High Attitude Medicinal Plants and 
Amchi System of Medicine in Ladakh", Journal of Region, Health and 
Health Care, Vol 2, No.2, November. 
G.R. Rodier, J.P. Paua, M. Kaman, S.O. Chakib & S.E. Cope (1995) 
"Recurrence of Infectious Diseases in Djibanti City", Bulletin WHO, 
73(6). 
H.R.Uma (2003) "Aids: a Threat to Economic Development". Kurukshetra, 
December. 
Hammer.J, Aiyar.y, Samji.S (2007) "Understanding Government Failure in 
Public Health Services". Vol 42 No.40, October 06-Octoberl2. 
Hogh, B and Peterson, E (1984) "The Basic Health Care System in Botswana", 
A Study of the Distribution and Cost in the Period- 1973-1979, Social 
Science and Medicine, Vol. 19, No. 7-12. 
The Hindu, News paper. (2007), "More People Visiting Primary Health 
Center" December. 
Ibrahim. R (2000) "Highway Transportation & Threat of Aids/HIV Epidemic 
in Rural India" (A Case Study of Punahama CD. Block in Gurgaon 
District). 
Izhar, N (1997) "Traditional Medical System in the Valley of Kashmir, 
Historical Context & the Present Scenario", Journal of Region, Health 
and Health Care. Vol 2, No.l. 
International classification of disease, revision 8 WHO, 1965 
Kanchan, R (1997) "Primary Health Services: Their Adequacy & Accessibility 
in Vadodara District Journal of region, Health and Health Care. Vol 2, 
No.2, May. 
Kingston, W (1983) "Hospital Organization and Structures and Effect on Inter-
Professional Behaviour and the Delivery of Care", Social Science and 
Medicine, Vol.17, No. 13-18. 
153 
Lee, R.P.L (1988) "Comparative Study of Health Care System", Social Science 
and Medicine, Vol 16, No. 1-6 
Malik.D.S, Mathur.S.N, Haldiya.K.N (1988) Sdmh, Journal, Voll2, No.3 
December. 
Mauksh, H.O (1973) "Ideology and Interaction and Patient Care in Hospitals", 
Social Science and Medicine, Vol 7. 
Mayer .A.Ishtiaq (1999) "Geographical Distribution of Goitra in Kashmir 
Valley: A Geomedical Study", Journal of Region, Health and Health 
Care, Vol 4, May. 
Mohapatra. S.C, Mohapatra. P, Agweicarmsmk and Gupta.J.N.P (1997) "Health 
System Research and Management: Issues of Skin Infections". Journal 
of Region, Health and Health Care, Vol.2, No.l. 
Monica Das Gupta (2005) "Public Health in India: Dangerous Neglect" Issue: 
Vol 40 No. 49 December 03 - December 09 
Mathur, K (1946) "Human Diversity", London. 
Naik, J.P (1977) "An Alternative System of Health Care Services in India: 
Some General Considerations". 
Najafi. Farid, Dobson.A.J, Jamrozik.K (2006) "Is Mortality from heart failure 
increasing in Australia? An Analysis of Official Data on Mortality for 
1997-2003". Bulletin of WHO Vol.84. 
Ng.Nawi, Hakimi. Mohammad, Stenlund.H, Wall. S, Weinehall.l (2006) 
"Preventable Risk Factors for Non-Communicable. 
Pant.B.R (2003) "Malnutritional Problems in the Himalayan Women". Journal, 
Man in India. Jan-June. 
Panwar. M (2005) "Malnutrition in Asia: A Comprehensive Assessment". 
Kurukshetra, January 2005. 
Protheso, R.M (2000) "Health Hazards and Wetness in Tropic Calafrica", 
Geography, Vol 85(4). 
Pragati Prativedan department of Medical and health Government of Rajasthan. 
Radkar. A (2007)"Matemal Deaths in India: An Exploration", Vol 42 No 31, 
August 04-August 10. 
154 
Ramanani.S, Abhilasha. S (2002) "Morbidity and Utilization of Health Care 
Services". Economic and Politically Weekly. Vol 37. No.47 November 
23-November 29. 
Rosenthal, S.P (1978) "Target Population and Physician Population". The 
Effect Density and Change. Social Science and Medicine, Vol.12. 
Rozs, C.S. 8L W U Chia - Ling (1995) "The link between Education and 
Health", American Sociological Review, 60(5). 
Rylander.L, Hagmer.L (1995) Mortality and Cancer Incidences Among 
Women with a High Consumption of Fatty Fish Contaminated with 
Persistent Organ Chlorine Compounds. Scandinavian Journal of work, 
Environment and Health, 21 (6). 
Sadanandan.R (2001) "Government Health Services in Kerela". Economic and 
Political Weekly. Vol 36, No. 32 August 11 - August 17,2001. 
Salim.H.M.A, Uplekar.M, Paul. D, et.al. (2006) "Turning Liabilities into 
Resources: Informal Village Doctors and Tuberculosis control in 
Bangladesh", Bulletin of WHO June; 84. 
Schmidt, R.L. (1983), "Women and Health Care in Rural Pakistan" Social 
Science and Medicine, vol.17, no. 1-2, pp419-422. 
Schneider, D.F. & Greenberg, M.R. (1995), "Esophagal cancer mortality 
among black Americans: A Southern Bom Legacy of Increased Risk", 
papers & proceedings of applied Geography Conference State 
University of New York - Binghamton. 
Sethuraman. Kavita, Duwury. Nata (2007) "The Nexus of Gender 
Discrimination with Malnutrition: An introduction". Economic and 
Political Weekly. Vol 42 No. 44 November 03- November 09,. 
Shargie. B.E, Morkve.O, Lindtjom.B (2006) "Tuberculosis Case Findings 
Through a Village Outreach Programme in a Rural Setting in Southern 
Ethiopia: Community Randomised Trial". Bulletin of WHO June, 84. 
Sherrif.D.S. and Roberts Stanley (2001) "Medical Education, Health Policy 
and Societal Needs of India - A Heneral Perspective", The Meducator, 
Volume 1; Issue 1 April. 
Sinha, H (1997) "Spatial & Epidemiological Aspects of Plague in India: A case 
study of Mamla Village & Surat City", Vol 2, No.l, May. 
155 
Sir Robert MC Garrison and H.M. Sinclair (1936) "Nutrition and Health". 
Faber and Faber ltd 24 Russell Square London. 
Srinivasan. K, Shekhar.C (2007) "Reviewing Reproductive and child health 
Programme".Vol 42, No.27 and 28, Julyl4-July 20. 
Sharma, H 1996: Jaipur Rajya Ka Itihas, Shabda Mahima Prakashan, Jaipur,). 
Sharma, M.L.1969: History of Jaipur State (The Rajasthan Institute of 
Historical Research, Jaipur, 
Showers, H.L 1909: Notes on Jaipur (Printed & bounded in Jaipur Central Jail, 
V October,). 
Singh, Savinder 2000: Environmental Geography Prayag Pustak Bhavan 
Allahabad. 
Strahler, A.N. & strahler, A.H 1986: Geography & Men's Environment Jhon 
Wiley New York. 
Tuomilehto.J, et.al. (1995) "Increase in Incidence of Insulin Dependent 
Diabetes mellitus among Children in Finland. International Journal of 
Epidemiology. 
The Times Guide to Jaipur 2000- The Pink City, Published by the Time of 
India publication. 
Tod, James 1971, Aimals & Antiquities of Rajasthan, Motilal banarsidas, New 
Delhi. 
Unnithan T.K.N. Yogendra Singh, Jaipur city, a study of selected sociological. 
Economic & Ecological aspect (Raj. Univ.). 
Wang.P.P, Haines.C.S (1995) "Childhood and Adolescent Leukemia in a North 
American population". International Journal of Epidemiology. 
WHO (1963) "Mal-nutrition and Disease", Geneva. 
Reports: Census of India, State & District profile series, 2001 (Directorate of 
census Jaipur). 
156 
APPENDIX 
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1 ^ 
at 
a 
e 
S 
a 
e SI 
a 
e N 
• 
o 
9 
63 
64 
65 
36 
68 
69 
39 
42 
54 
58 
61 
45 
49 
50 
51 
52 
3 
5 
6 
Apoendix-I 
Govt. Hospitals of Jaipur City (2( 
Name of Hospital 
Jothwara 
Chandrashekhar 
ki Bageechi 
Nahari Ka Naka 
Chest and T.B 
Shree Haribaksh 
Kamvatia 
Shastri Nagar 
Jyoti Nagar 
Jhanda Colony 
Banipark (Indra Nagar) 
Military Hospital 
Bani Park 
Sattelite Hospital 
Bani Park 
Bani Park Session Court 
Murlipura 
Vidhyadhar Nagar 
Topkhanadesh 
Chaura Rasta MCW 
Sathyayatan Ashram 
Zanana Hospital 
Sirehdyodhi 
Police Line 
Purani Basti MCW 
Raigaro ki Kothi 
Ramganj MCW 
Topkhana Huzuri 
Moti Katla 
Gangapol 
Govind Nagar 
Vaishali Nagar 
ESI Hospital Ajmer Rd 
Sardar Patel Road 
Vidhayak Niwas 
CM House 
Nature of 
Institution 
Dispensary 
Aid- Post 
Dispensary 
Hospital 
Hospital 
Dispensary 
Dispensary 
Dispensary & 
MCW 
Hospital 
Hospital 
Urban PHC 
Urban PHC 
Dispensary 
Dispensary 
MCW 
Aid Post 
Hospital 
Hospital 
MCW 
Dispensary 
MCW 
Dispensary 
Dispensary 
Dispensary 
Dispensary 
Dispensary 
Hospital 
District Health Post 
Dispensary 
Dispensary 
07) 
2 
1 
1 
5 
51 
1 
1 
2 
127 
13 
1 
2 
1 
4 
5 
1 
9 
1 
1 
13 
2 
4 
2 
3 
1 
1 
3 
43 
2 
1 
1 
Nil 
Nil 
Nil 
306 
150 
Nil 
Nil 
Nil 
10 
50 
Nil 
0 
0 
Nil 
6 
Nil 
416 
Nil 
Nil 
6 
Nil 
13 
Nil 
Nil 
Nil 
Nil 
Nil 
170 
Nil 
Nil 
Nil 
(^-l on 
5 
2 
2 
17 
35 
3 
3 
3 
15 
34 
3 
3 
4 
2 
3 
4 
246 
2 
2 
3 
3 
3 
3 
15 
3 
2 
5 
25 
14 
3 
2 
«3 
6 S 
3 
1 
1 
7 
14 
3 
3 
NA 
7 
8 
1 
2 
3 
1 
2 
1 
95 
1 
1 
2 
3 
2 
2 
5 
3 
2 
4 
15 
2 
3 
1 
157 
1 
V 
a 
o 
V6 
a 
o SI 
7 
11 
20 
21 
17 
18 
26 
26 
27 
28 
28 
29 
29 
30 
31 
33 
34 
35 
12 
13 
Mini Secretariat 
Rajasthan High Court 
Rajkiya Sachivalya 
Divisional Railway 
Hospital 
Ward 11 Devi Nagar 
Barket Nagar 
Durgapura 
Rukmani Devi Jaipuria 
Raj Bhawan 
Gandhi Nagar 
Malviya Nagar Sector 3 
Malviya Nagar Sector 6 
OTS 
Leprosy hospital 
Jhalana Doongri 
Mental Hospital 
Sattelite Hospital Sethi 
Colony 
Jawahar Nagar 
Tilak Nagar 
Sir Padampat Mother 
& Child Care 
Adarsh Nagar 
Central Jail 
SMS Hospital 
Mobile Hospital 
Rehabilitation 
center SMS 
Mahila Chikitsalya 
Pratap Nagar Sector 11 
Pratap Nagar Sector 6 
Bhakrota 
Agarwal Farm 
Mansarovar Sector 8 
Kiran Path Mansarovar 
Dispensary 
Dispensary 
Dispensary 
Hospital 
UPHC 
Dispensary 
Dispensary 
Hospital 
Dispensary 
Dispensary & MCW 
Dispensary 
UPHC 
Dispensary 
Hospital 
Dispensary 
Hospital 
Hospital 
Dispensary 
& District Health Post 
MCW 
Hospital 
MCW 
Hospital 
Hospital 
Hospital 
Hospital 
Hospital 
UPHC 
UPHC 
PHC 
UPHC 
UPHC 
Dispensary 
1 
1 
1 
15 
1 
2 
1 
32 
2 
7 
2 
1 
1 
5 
1 
8 
18 
1 
2 
13 
2 
4 
299 
1 
5 
8 
Nil 
Nil 
6 
85 
Nil 
Nil 
Nil 
100 
Nil 
6 
Nil 
Nil 
Nil 
40 
Nil 
280 
50 
Nil 
Nil 
319 
Nil 
30 
1722 
50 
194 
176 
Nil 
Nil 
Nil 
Nil 
Nil 
Nil 
2 
3 
4 
20 
3 
6 
3 
3 
12 
2 
3 
3 
15 
2 
15 
25 
3 
4 
NA 
5 
NA 
1100 
2 
200 
3 
3 
3 
3 
3 
2 
2 
NA 
2 
12 
NA 
3 
3 
2 
3 
1 
NA 
1 
6 
1 
7 
8 
3 
2 
NA 
3 
NA 
1400 
NA 
89 
3 
2 
2 
3 
2 
0 
Note: NA-Not Available 
Source: Directorate of Medical and Health, Government of Rajasthan 
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ApDendix-II 
Distribution of Private Hospitals in Jaipur City 
Zone No. 
1 
2 
3 
4 
5 
6 
No. of Hospitals 
58 
9 
8 
58 
47 
31 
No. of Doctors 
424 
74 
45 
331 
432 
159 
No. of Beds 
967 
204 
165 
721 
1581 
275 
Derived from various sources: Direct Observation, Yellow Pages of the Telephone Directory, 
Ward No. 
42 
26 
26 
6 
18 
26 
21 
26 
13 
11 
30 
65 
12 
31 
31 
43 
13 
68 
45 
49 
Appendix-HI 
Major Private Hospitals of Jaipur City 
No. of Hospitals 
Amar Jain Hospital 
Calgery Eye Hospital 
Apex Hospital 
Tongiya Hospital 
Santokba Duralabhji 
Baheti Hospital 
Fortis 
Runghta Hospital 
Saket Hospital 
Subh Hospital 
Monilek Hospital 
Imperial Hospital 
Adarsh Hospital 
Sahai Hospital 
Soni Hospital 
Jaipur Hospital 
Bhandari Hospital and Research Center 
Jeevan Jyoti Hospital 
National Hospital 
Adamshah Hospital 
No. of 
Doctors 
32 
7 
25 
17 
61 
3 
32 
35 
13 
23 
47 
42 
2 
18 
39 
35 
33 
26 
6 
16 
No. of Beds 
50 
0 
50 
125 
350 
25 
80 
50 
25 
105 
110 
10 
100 
225 
100 
65 
100 
40 
35 
Sources: Derived from vrious Direct Observation, Yellow Pages of the Telephone 
Directory, 
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Appendix-IV 
Licensed Blood Banks in Jaipur City (2007) 
1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 
10. 
11. 
Source: Oj 
SMS Hospital 
MDM Hospital 
SKBB Hospital 
Monilek Hospital 
Mahatma Gandhi Hospital 
Bhawan Mahaveer Cancer Hospital 
National Institute of Medical Science 
Mahila Chikitsalya 
Zanana Hospital 
Maharaja Agresen Hospital 
USSD Memorial Hospital 
'ficial Website, rajswasthya.nic.in 
Aooendix-V 
Major Causes of Morbidity and Mortality in Jai 
Major Causes of Diseases 
Certain infectious and parasitic 
diseases 
Neoplasm & other Tumors 
Diseases of Blood & Blood Forming 
organs & Certain disorders involving 
immune system 
Endocrine, Nutritional and Metabolic 
Diseases & other deficiency 
Mental and Behavioral Disorders 
Diseases of Nervous System 
Diseases of the Eye and Adnexa 
Diseases of the Ear and Mastoid 
Process 
Diseases of the Circulatory System 
Diseases of the Respiratory System 
Diseases of the Digestive System 
Diseases of the Skin &Subcutaneous 
tissues 
Diseases of Musculoskeletal System 
& connective Tissues 
Diseases of the genitourinary system 
Gyeanic , obsterictic, Delivery 
problems and certain conditions of 
the prenatal period 
Accidents and Violence 
Accident/Injuries/Bums/Fractures 
and Poisoning. 
Others 
Source: Directorate of Medical anc 
Males 
168,718 
41463 
65845 
55903 
7366 
25008 
78421 
55254 
172212 
195053 
101616 
66996 
31710 
37240 
58402 
389,341 
25308 
Health, Government of F 
pur City (2007) 
Females 
97085 
39548 
133699 
43759 
4152 
12319 
53547 
39232 
567318 
154833 
57408 
49339 
17610 
91510 
139436 
120796 
38291 
Lajasthan, Jaipur 
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ADpendix-VI 
Mortality Differentials Among Male and Females (2007) 
Diseases 
Certain infectious and 
parasitic diseases 
Neoplasm & other Tumors 
Diseases of Blood & Blood 
Forming organs & Certain 
disorders involving immune 
system 
Endocrine, Nutritional and 
Metabolic Diseases & other 
deficiency 
Mental and Behavioral Disorders 
Diseases of Nervous System 
Diseases of the Circulatory 
System 
Diseases of the Respiratory 
System 
Diseases of the Digestive 
System 
Diseases of the Skin 
&Subcutaneous tissues 
Diseases of the genitourinary 
system 
Accidents and Violence 
Accident/Injuries/Burns/Fractures 
and Poisoning/ Others 
Total 
Deaths 
Males 
237 
200 
96 
125 
0 
53 
1263 
328 
0 
4 
184 
2418 
4908 
Females 
198 
97 
198 
72 
30 
17 
623 
157 
437 
0 
37 
1127 
2993 
Source: Directorate of Medical and Health, Government of Rajasthan, Jaipur 
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